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OPERATIVE SURGERY AND TECHNIQUE 

Budde, W.: Plastic Reconstruction of Ducts Lined 
with Mucosa. I. The Male Urethra. II. The 
(Esophagus (Zur Frage des plastischen Ersatzes 
schleimhautbekleideter Roehren: I. Urethra virilis. 
~ (Esophagus). Deutsche Ztschr. f. Chir., 1921, 
clxi, 1. 


Plastic reconstruction of the urethra in hypo- 
spadias and epispadias must always be preceded by 
straightening of the penis with the possibility of a 
further backward displacement of the opening of 
the urethra. The urine should be kept from the field 
of operation by suprapubic drainage of the bladder 
by means of percutaneous puncture with a trocar; 
perineal urethrotomy offers greater advantages only 
when there is weakness of the sphincter. For a few 
days a retention catheter may be used if it 
seems that the plastic oedema caused by it will 
bring about a better adaptation of the ends of the 
urethra. 

There are four surgical methods of treating defects 
of the urethra. The first, in which no suturing is 
done and a bougie and catheter are used until regen- 
eration of the urethral epithelium takes place, can 
be applied successfully only to cases in which suppu- 
ration has not persisted very long and there is no 
great degree of injury to the tissues. In defects 
caused by operation there should be little or no 
drainage, and whenever possible a bridge of mucous 
membrane should be preserved. 

The second method, covering the defect by mobili- 
zation of the stump and circular suture, is the method 
of choice and is useful both in the anterior and 
posterior parts of the urethra. Traumatic stricture 
is easier to remedy than the gonorrhceal form because, 
though the surrounding scar is dense and its trans- 
verse diameter is considerable, it is not so long as the 
gonorrhceal stricture. In the traumatic form, 
therefore, the cicatricial callus can generally be re- 
moved entirely, while in the gonorrhceal form, 
though the surrounding cicatricial tissue can and 
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must be radically removed, the normal lumen of the 
urethra must be preserved throughout, even though 
some cicatricial tissue remains adherent to it, as 
otherwise the defect created would be too long. By 
the method described, gaps of 3 to 4 cm. may be 
bridged in this way in the anterior portion and de- 
fects up to 9 cm. long in the posterior portion. 

The third method consists of the use of flaps. 
Budde distinguishes between flaps which are at- 
tached to the original site by only a narrow pedicle 
and those which have a broad base such as were used 
in the old Thiersch-Duplay plastic operation. He 
prefers the latter because of their good nutrition. 
He has devised two methods of flap operation, or 
rather, has modified earlier methods. One is used 
in plastic reconstruction of the penile portion of the 
urethra in hypospadias. The scrotum is shaved and 
the position of the penis corrected. The channel 
and mouth of the urethra are freshened, a rectan- 
gular flap corresponding to the line of the urethra is 
cut from the scrotum, and the mobilized edges of 
this flap are sewed over a catheter to form a tube. 
The central end of the tube is sutured to the old 
opening of the urethra. The tube is fastened with 
buried sutures in the channel of the urethra and the 
wound is closed by uniting the cut edges on the penis 
and scrotum so that the newly-formed urethra is 
buried. The scrotum is freed from the penis. The 
other method is used on the posterior urethra. A tube 
formed of skin from the scrotum is left attached by a 
broad pedicle to the raphé of the scrotum and forced 
under a bridge of perineum into the defect where it is 
sutured around a retention catheter. In the re- 
construction of the intrathoracic oesophagus the 
author recommends a similar method which is 
based on his studies of the cadaver. 

The fourth method of reconstructing the urethra 
consists of the transplantation of tubes made of 
Thiersch flaps, veins, fascia, or the appendix, which 
serve essentially only as conductors for the regener- 
ating mucous membrane. The results of this method 
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are not nearly so dependable as those of the third 
method as in both traumatic and inflammatory de- 
fects infection of the wound occurs very readily. The 
procedure has possibilities, however, in defects at 
the mouth of the urethra where a transplant has 
good nutritive conditions. SIEVERs (Z). 


Propping, K.: The Treatment of Wounds with 
Unbleached Gauze (Ueber Wundbehandlung 
mit nicht entfettetem Mull, (Rohmull, Rohgaze). 
Muenchen. med. Wcehnschr., 1921, |xviii, 299. 


The experiments of Sachs on the use of un- 
bleached gauze to stop hemorrhage induced the 
author to employ this gauze in the treatment of 
wounds. He found that tampons of unbleached 
gauze adhered less than those of hygroscopic gauze 
and therefore caused the patient less pain when 
they were removed. The easier removal of the 
tampons lessened the danger of secondary hemor- 
rhage. The healing of the wound is not interfered 
with and the gauze can be left in place from four 
to seven days. In Propping’s opinion the pressure 
of the secretion is the force which drives the wound 
fluid through the meshes of the unbleached gauze 
and the capillarity of the bleached gauze acts un- 
favorably on drainage. When there is a tendency 
to bleeding, as in gall-stone surgery, prostatectomy, 
and hemophilia, he recommends mechanical com- 
pression with unbleached gauze. The distribution 
of the blood stream into numerous very small 
channels and the slowing of the current brought 
about by it is said to hasten clotting. 

HoHMEIER (Z). 


ANZ:STHESIA 


Rowbotham, E. S., and Magill, I.: Anzesthetics in 
the Plastic Surgery of the Face and Jaws. 
Proc. Roy. Soc. Med., Lond., 1921, xiv, Sect. Anes., 
27. 

This article is based on war injuries and represents 
about 3,000 anesthesias induced by the authors at 
Queen’s Hospital, Sidcup. With the exception 
of the cutting of grafts from the ribs and limbs, 
the operative work was confined entirely to the face 
and jaw region. 

On the whole, there were few chest complaints, but 
a considerable number of the patients showed somé 
degree of cardiac dilatation and irregularity. This, 
however, might have been due to excessive cigarette 
smoking. Nearly all of the men had had several 
operations before, some as many as twenty-five or 
thirty. The average was nine or ten. With the 
exception of those who had been severely burned— 
a type of patient who stands operation badly—and 
those in whom the function of mastication was lost 
and whose nutrition was therefore poor, the long and 
repeated operations were remarkably well borne. 

The chief dificulty during anesthesia was always 
that of maintaining a proper airway. Loss of part 
of the mandible, scarring and adhesions around the 
tongue, microstomia, trismus, and splints or other 
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apparatus fixed in the mouth were the chief obstacles 
to be circumvented. 

In far the greater number of cases the authors 
preferred to administer the anesthetic by intra- 
tracheal insufflation. The safety and freedom from 
airway troubles in this method, however much the 
surgeon moves the patient’s head or however 
awkward his position, make it invaluable in plastic 
work. It was found that in many cases there was 
some resistance to expiration. A tube passed down 
by the side of the catheter almost as far as the 
glottis obviated this and allowed proper collapse of 
the chest, thus aiding circulation and preventing 
unnecessary strain on the heart. 

In operations upon the mouth and lips the 
anesthetic was administered by the nose. The 
mouth or pharynx was usually packed with gauze 
to prevent the blood from trickling or bubbling up 
and obscuring the view. 

The endopharyngeal insufflation of ether or gas- 
oxygen-ether proved useful in cases of trismus in 
which the mouth could not be opened sufficiently to 
admit a laryngoscope and those in which the jaws 
were splinted up for bone grafts. A medium-sized 
nasal tube connected with the anesthetic supply 
was passed into the pharynx through one naris. 
If the operation was apt to cause bleeding into the 
mouth, a larger sized tube was passed through the 
opposite side of the nose to provide a return airway 
and the back of the mouth was packed with gauze. 
Ether vapor or gas supplied to the patient in this 
way should have a safety valve in its course as in 
intratracheal insufflation as any obstruction to the 
return airway means a decided increase of pressure 
in the air passages. 

Intratracheal insufflation is even more useful by 
the nasal route than by the oral route. It assures 
freedom of airway and prevents the entrance of 
blood into the trachea. For all intra-oral opera- 
tions it was combined with a return nasal airway 
through the other side of the nose. When the 
pharynx could not be conveniently packed the 
intermittent use of a suction apparatus attached to 
the return airway was found to be of great advan- 
tage in keeping the field clear for the surgeon. The 
details of the method of passing the catheter are 
given. 

In many of the cases the injuries about the mouth 
were such as to render the maintenance of the airway 
difficult after the patient was returned to the ward. 
It was sometimes sufficient to leave the catheter 
in the trachea until he began to cough it out; in 
other cases a long piece of tubing passed down 
beyond the base of the tongue answered the purpose. 
In this respect the superiority of gas-oxygen-ether 
over ether alone was evident on account of the very 
rapid return of the reflexes. It is important to 
clear the pharynx of mucus and blood by careful 
swabbing before the patient leaves the operating 
room. 

Of the general anesthetics the choice lay between 
ether and gas-oxygen-ether. Chloroform was 
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practically never given. The patients usually did 
well on ether, but when gas-oxygen-ether was 
given their general condition both during and after 
the operation was decidedly better. The early 
return of the reflexes and the almost entire absence 
of vomiting also make gas-oxygen-ether highly 
preferable for such cases. When the surgical con- 
dition permitted, it was not uncommon for the 
patients to be up and about the day after a long 
gas anesthesia. 

Rectal oil ether was at one time used largely for 
these cases, but was abandoned, not only because 
of the uncertainty of its effects and its tedious 
preparation, but because of certain difficulties of 
airway. 

Of the methods of administration intratracheal 
insufflation is by far the most valuable. It was used 
in nine out of every ten cases. The freedom of air- 
way reduces the chances of anesthetic shock to a 
minimum, and the lack of respiratory effort is no 
doubt a material factor in supporting the patient’s 
strength. Its easy control without in any way dis- 
turbing the surgeon is also a great advantage in these 
essentially aseptic operations. For selected cases 
local anesthesia combined with gas analgesia is 
useful, and very extensive operations were often 
performed with it. IsaBELLA I. Hers, M.D. 


Kulenkampff, D.: The Treatment of States of 
Excitement During Ethyl Chloride Anzsthe- 
sia (Die Bekaempfung schwerer Erregungszu- 
staende waehrend der Narkose durch Chloraethy]). 
Zentralbl. f. Chir., 1921, xlviii, 186. 


An important point which has not been em- 
phasized in the literature of anesthesia is that we 
can change anesthetics at will during the course of 
an anesthesia. Each of the various anesthetics in 
use does not have a specific effect peculiar to itself, 
but all of them have a paralytic effect on the oxygen 
carrier. The least irritating of anesthetics when 
given by inhalation is ethyl chloride. 

Occasionally in the cases of patients die. have 
been poorly prepared for anesthesia and those who 
are psychopathic and hysterical there is an intense 
state of excitement at the beginning of anwsthesia 
which can be overcome only by giving very large 
amounts of the ether or chloroform vapor. In such 
cases ethyl chloride given as for ethyl chloride 
anesthesia has often an almost magical effect in 
from half a minute to a minute. A strong dose 
must be administered with a tube that drops very 
rapidly so that 100, 150, or 200 drops are given so 
quickly that they can scarcely be counted, and the 
hand should be laid on the gauze to increase the 
concentration of the vapor. Almost immediately 
the patient becomes quiet and falls into a deep, 
snoring sleep. Care must be taken to stop im- 
mediately when this state is reached. 

While the method is not without some danger, it 
is less dangerous than the use of ether or chloroform 
to overcome the excitement. The probable explana- 
tion of the action of ethyl chloride is that it is non- 


irritating to the respiratory centers. Many dis- 
turbances during anesthesia would never occur if 
the anesthetics were non-irritating gases. Partly 
by arousing feelings of anxiety and suffocation, 
partly by causing a reflex change in the type of 
breathing, they prevent uniform oxidation of the 
blood and produce carbonic acid spasms. That the 
narcotics as such are not responsible for this effect 
was long ago proved by Berth’s experiments on 
tracheotomized rabbits and more recently by 
intravenous anesthesia. The technique employed 
at Zwickau at present is as follows: 

Braun’s apparatus is used. Every anesthesia is 
begun with ethyl chloride which is by far the most 
pleasant anesthetic for the patient. Later it is 
continued with ether-chloroform. At the begin- 
ning of the narcosis the ether cock is often closed 
for a moment as the ether irritates the respiratory 
organs and by causing a feeling of suffocation dis- 
turbs the patient’s psychic condition. The slightest 
feeling of suffocation produces also a state of excite- 
ment in the brain cortex which is not favorable to 
narcosis. If in the further course of the anesthesia 
such signs appear a strong dose of ethyl chloride is 
given. This is the best method of deepening narcosis 
quickly and preventing vomiting. 

KULENKAMPFF (Z). 


Fidel Pagés: 
metamérica). 


Regional Anzsthesia (Anestesia 
Rev. espan. de cirtg., 1921, iii, 121. 


Fidel Pagés blocks the nerve roots with novocaine 
in the epidural space. The injection is made at the 
spinuous process corresponding to the region 
to be operated upon. For instance, for operations 
on the stomach, which is innervated by the sixth 
to the twelfth dorsal roots, the spinous process of 
the eighth dorsal is selected. When an injection is 
made at this Jevel the sixth to twelfth roots are 
blocked. The needle is inserted at a point 1 or 1% 
cm. outside the process and directed forward in 
search of the yellow ligament. The yellow ligament 
is met at about 12 cm. from the skin. In the pene- 
tration of the dorsal column the imbrication of the 
laminz makes a more ascending direction necessary. 
After the needle has passed the yellow ligament the 
anesthetic is injected. When an operation is to 
be done on only one side of the body the puncture 
is usually made on that side. 

The needle must be inserted into the epidural 
cavity in such a way that there is no danger of pene- 
trating the dura. The anesthetic solution used is 2 
per cent novocaine with adrenalin. The injection of 
20 c.cm. between the first and second lumbar 
vertebre anzsthetizes a zone on both sides from 
the ninth dorsal to the fourth lumbar inclusive, 
while an injection of 25 c.cm. between the eighth 
and ninth dorsal vertebra causes anesthesia suitable 
for operations on the stomach and the lower part 
of the chest. Anesthesia is complete after fifteen 
minutes. There is no need for pre-operative prepara- 
tion of the patient. The anesthesia lasts for at 
least an hour and a half. 
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Intraspinal blocking has the disadvantage that 
the anesthesia is tardy as compared with that 
induced by other methods, and as a rule it cannot 
be used to anesthetize the zones innervated by the 
cranial nerves. Generally, however, intraspinal 
epidural anesthesia is preferable to paravertebral 
or spinal anesthesia because it does not require the 
use of large quantities of anesthetic and there is less 
danger of intravascular injection. Regional anes- 
thesia has advantages over the arachnoidal and para- 
vertebral methods whenever it is necessary to oper- 
ate in zones innervated by the spinal nerves. With 
the paravertebral method only half the body is 
anesthetized. In the spinal method there are dis- 
advantages arising from the dissolution of the 
anesthetic in the cerebrospinal fluid which often 
provokes distant lesions. 

The only contra-indication to regional anes- 
thesia is youth; the method should be used only on 
adults. 

A list of 43 cases operated upon under regional 
anesthesia is given. These include cases of hernia, 
appendicitis, gastric resection, and operations on 
the lower limbs and uterus. Anesthesia was com- 
plete in 40. In 2 cases the failure was due to faulty 
technique. There were no untoward postoperative 
effects. W. A. BRENNAN. 


Labat, G. L.: Regional Anzsthesia in Surgery of 
the Head. Minnesota Med., 1921, iv, 195. 


The technique of circumferential infiltration, or 
“field blocking’? anesthesia, has a tendency to re- 
place local infiltration along the line of incision. 
Its adoption is based on: (1) the absence of dis- 
tortion of the anatomical features of the operative 
field, (2) anemia of the tissues within the blocked 
area due to the epinephrin in the novocaine solu- 
tion, (3) muscular relaxation which facilitates the 
use of retractors, and (4) the absence of defective 
healing of the wound such as is sometimes seen 
following direct infiltration. 

Regional anesthesia is of great advantage in 
operations on the head which receives its sensory 
nerve supply from the trigeminus and the upper 
cervical nerves. These nerves become subcutaneous 
on a line encircling the head above the ear and are 
therefore easily anesthetized by subcutaneous in- 
jection, the scalp and cranium being thus anes- 
thetized. 

The first branch of the trigeminus is not accessible, 
but the various ophthalmic nerve branches may be 
blocked in the orbit or outside. The superior max- 
illary branch may be blocked at the foramen rotun- 
dum, and the third branch, or inferior maxillary, at 
the foramen ovale. The inferior dental! and lingual 
nerves are reached on the medial aspect of the 
ascending ramus, near the dental foramen. 

In dental and ophthalmic surgery, nerve blocking 
is the method of choice. When extensive lateral 
sutures are proposed a line of infiltration is made 
just above the zygomatic arch and extended 
anteriorly and posteriorly to meet at the glabella 


and occiput, passing above the superior margin of 
the orbit and above the ear. Along and above the 
zygoma deep injections should be made down to the 
bone in order to reach the temporal nerves. 

Carrying injections within the superficial fascia 
and under the epicranium renders craniectomies 
painless. The removal of malignant growths in- 
volving the dura, the treatment of depressed 
fractures, the evacuation of epidural or subdural 
hemorrhage or of intracranial abscesses, the raising 
of osteoplastic flaps, the removal of cerebellar tu- 
mors may all be successfully executed by this method. 

Partial or complete resection of the tongue can be 
done with infiltration and nerve blocking an- 
esthesia. If a partial resection is desired, infiltra- 
tion is done posteriorly and laterally to the lesion in 
order to wall off the growth and anzsthetize the 
quadrant in which it lies. Tota! resections are 
made by: (1) blocking the dental and lingual nerves 
on the side of the ascending ramus, (2) injecting 
the cervical plexus. (3) infiltrating the base of the 
tongue so as to block the glossopharyngeal, and 
(4) blocking the superior laryngeal. 

In ophthalmic surgery, regional anesthesia has 
been elaborated by Duverger. The intra-orbital 
and retro-orbital nerve trunks may be approached 
through the orbit, the smooth bony surface and 
fissures serving as landmarks and guides. Care 
should be exercised always to keep the point of the 
needle in close contact with the bone, thus keeping 
it away from the axis of the orbit which is the 
dangerous zone. 

In extensive operations such as enucleation, how - 
ever, the apex of the muscular cone of the eyeball is 
infiltrated intentionally. As a rule the puncturing 
is done at two points. The first injection, which is 
made a little above the exterior angle of the pal- 
pebral fissure, is given to block the frontal and 
lachryma! nerves; the second, which is made a little 
above the internal palpebral fissure, points toward 
the nasal nerve. 

By subcutaneous and deep injections the external 
ear and auditory canal may be anesthetized. The 
same procedure may be used to anesthetize the 
entire mastoid region. 

The author suggests the use of rectal oil ether 
anesthesia combined with regional blocking for 
any extensive intervention on the base of the skull 
such as resection of the posterior root of the fifth 
nerve for trifacial neuralgia. 

Fresh novocaine-epinephrin solutions are the 
best and are made by dissolving sterile novocaine 
powder in sterile normal saline (0.9 gm. of sodium 
chloride for each 100 c.cm. of double distilled water) 
and adding to every ounce of the novocaine solution 
five drops of epinephrin solution (1:1,000) immedi- 
ately before use, irrespective of the strength of the 
novocaine solution. 

For operations on the skull a 1 per cent solution 
should be used. Weaker solutions give’ anesthesia 
of shorter duration and produce extensive and 
painful oedema. For blocking the branches of the 
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trigeminus, an injection of 2 to 3 c.cm. of a 2 per 
cent solution is given. 

Shaving a narrow band around the scalp wound 
and inducing anesthesia along this band before 
scrubbing and disinfecting the wound is a procedure 
worth following as it renders all subsequent manip- 
ulations painless. 

As arule one hypodermic injection of scopolamine, 
0.0002 gm. (1/300 gr.), and morphine, 0.01 gm. 
(1/6 gr.), is given one hour before anesthesia is be- 
gun. This may be repeated if the patient is still 
nervous. A. C. Jounson, M.D. 


Labat, G. L.: Regional Anzsthesia, with Special 
Reference to Splanchnic Analgesia: A New 
Method Applicable to Abdominal Surgery. 
Brit. J. Surg., 1921, viii, 278. 

Laewen, in 1911, reported a series of abdominal 
operations successfully performed under para- 
vertebral conduction anesthesia. In 1917, Wendling 
reported 27 cases in which anesthesia for various 
gastric operations was obtained by injections of 50 
to 80 c.cm. of 1 per cent novocaine solution through 
the anterior abdominal wall into the solar plexus 
or its vicinity. Allen and Pauchet obtained the 
same result by injecting a small quantity of novo- 
caine-adrenalin directly into the solar plexus after 
opening the abdomen. 

In 1919, Naegeli reported 18 cases in which 
anesthesia was successfully induced by injecting 
the splanchnic nerves through the posterior abdom- 
inal wall. The author also was led to select a 
posterior route at this time because he believed the 
pain of gastric operations was due chiefly to 
traction on the parietal peritoneum causing cleavage 
of the retroperitoneal tissue which is richly supplied 
by cerebrospinal nerves. 

Patients in a state of lowered resistance, auto- 
intoxication, and abnormal metabolism may be 
operated on more safely under regional than under 
general anesthesia as the former does not affect 
the central nervous system. In order to allay 
emotional excitation and mental apprehension it is 
well to blunt consciousness with a solution of 14 
mgm. of scopolamine and 1 cgm. of morphine one 
hour before the anesthesia is begun. 

The author lays stress on the facts that novocaine- 
adrenalin solutions are the safest, that novocaine- 
cocaine mixtures are dangerous, and that pure 
cocaine solutions should never be used in regional 
anesthesia. 

Labat’s method consists of local infiltration of 
the anterior abdominal wall followed by splanchnic 
injections. Five anesthetic wheals are raised as 
follows: (1) at the tip of the xiphosternum; (2, 3) 
one on each side at the level of the tenth costal 
cartilage where the exterior border of the rectus 
crosses the costal margin; (4, 5) one on each side on 
the external border of the rectus, a little higher than 
the umbilicus. 

The needle, which is 8 or 10 cm. in length, is 
passed through each wheal and the infiltration 


made fanwise. The deep layers should be infiltrated 
first and the more superficial layers later. The solu- 
tion is injected within the rectus sheath. This is 
quite sufficient to anzsthetize the underlying 
peritoneum and gives good relaxation of the abdom- 
inal wall. 

For splanchnic analgesia the patient lies on his 
side with the back arched. A cushion is placed 
under the loin to relax the muscles and render the 
landmarks more accessible. The twelfth rib and the 
spinous process of the first lumbar vertebra are 
defined and an anesthetic wheal is raised 7 cm. 
from the midline on the lower border of the twelfth 
rib. A needle 12 cm. in length is passed through the 
wheal along the horizontal plane of the body, i.e., 
vertical to the table on which the patient is resting. 
The needle is introduced obliquely forward so that 
it makes an angle of about 45 degrees with the 
median plane. Its point then strikes the body of the 
vertebra near its anterior convexity behind the 
splanchnic nerves, just where the latter join the 
semilunar ganglion. When the needle has struck 
the bone at about 9 cm. from its point of entrance, 
it is drawn back until its point reaches the sub- 
cutaneous tissue so that its direction may be changed. 
It is then re-introduced at a smaller angle and as 
soon as the point is felt gliding along the surface of 
the vertebra it is pushed in 1 cm. further. At this 
point from 25 to 35 c.cm. of a 1 per cent novocaine- 
adrenalin solution are injected after it has been 
ascertained that no blood comes out of the needle. 
This procedure is then repeated on the other side. 

The solution spreads into the loose retroperitoneal 
tissue and, diffusing in all directions, reaches the 
solar plexus and its tributaries. 

The method was used in 34 cases for abdominal 
operations, 24 of which were resections of the 
stomach by Pauchet. A good anesthesia was ob- 
tained in 21 cases. A. C. Jounson, M.D. 


Billet, H., and Laborde, E.: Regional Anzsthe- 
sia: A Note on the So-Called Splanchnic Anzs- 
thesia (Anesthésie régionale; note au sujet del’anes- 
thésie dite des splanchniques). Presse méd., Par., 
1921, Xxix, 261. 

Splanchnic anesthesia permits long and delicate 
operations in the upper part of the abdomen with 
little risk to the patient and without trouble to the 
surgeon. 

It might be thought that the modus operandi of 
injection would be dangerous but according to the 
authors this is not true. The patient lies first on 
the right side and then on the left. The needle, 
which is 12 cm. long, is inserted at the lower edge 
of the twelfth rib, 7 cm. from the line of the spinous 
processes. At first it is inclined at an angle of 
45 degrees until it strikes the vertebral body. Its 
inclination is then increased until it is tangential to 
the vertebra, when the operator will perceive by the 
sensation that it has left the muscle mass and has 
entered the paravertebral cellular tissue. At this 
point 25 c.cm. of a 1:100 novocaine solution are 
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injected. The manceuvre is then repeated on the 
other side. When the needle reaches its maximum 
insertion it is embedded from 9 to11 cm. The point 
where it penetrates the cellulo-fatty paravertebral 
tissue corresponds almost exactly to the union of the 
anterior and lateral surfaces of the vertebral body. 
This tissue contains the splanchnic nerves, the 
sympathetic ganglia, the solar plexus, the aorta, the 
vena cava, and their branches. 

With regard to the danger arising from a badly 
directed insertion of the needle the authors state 
that their studies and experience show that there is 
little risk of injuring the aorta or the vena cava. 
To reach the vena cava it would be necessary to 
give the needle a direction perpendicular to the 
ligaments. There is danger, however, of puncturing 
the left renal vein but this can be avoided. 

The anesthetic solution acts by infiltrating the 
cellular tissue and by inhibiting the nerve elements 
contained in this tissue. It is necessary, therefore, 


to give the injection time to diffuse before the opera-- 


tion is begun. The authors have found that a 
unilateral injection of 50 c. cm. may be given instead 
of bilateral injections of 25 c. cm. each. 

In all operations for gastric, duodenal, or renal 
affections performed by Pauchet at the St. Michel 
Hospital this form of anesthesia is used. 

W. A. BRENNAN. 


Bloch, R.: Supra-Umbilical Anzsthesia by the 
Low Injection of Novocaine into the Spine 
(Anesthésie sus-ombilical par injection basse de syn- 
caine dans la rachis). Presse méd., Par., 1921, xxix, 
316. 


The author states that while the duration of 
anesthesia depends upon the dose of the anesthetic, 
the quantity of cerebrospinal fluid extracted deter- 
mines the height of the anesthesia. As much as 30 
c.cm. of fluid may be extracted; this permits anzs- 
thesia as high as the breasts. Prior injections of 
morphine and caffeine or sparteine should be given. 

With the patient in the sitting posture, a Delmas 
needle is inserted between the second and fifth lum- 
bar vertebrz and about 30 c.cm. of cerebrospinal fluid 
are allowed to flow out. If anesthesia lasting about 
one and one-half hours is desired the injection 
consists of 12 ctgm. of novocaine to which usually 
about 14 mgm. of adrenalin is added. Before the in- 
jection is made the position of the needle should be 
verified by withdrawing a little of the spinal fluid 
into the syringe. Such a precaution will prevent the 
principal and most frequent cause of failure. 

In the author’s last 54 cases in which anesthesia 
was induced by this method for supra-umbilical 
operations the results were successful in 49 and fair 
in 3. W. A. BRENNAN. 


Mayer, A.: Experiences with Lumbar Anesthesia 
(Erfahrungen mit der Lumbalanaesthesie). Deutsche 
med. Wchnschr., 1920, xlvi, 1325, 1356. 


This article is based on 3,310 gynecological opera- 
tions. The anesthetic was at first stovaine and later 








novocaine. In g2 per cent of the cases there was 
complete anesthesia. In 6 per cent of those in 
which lumbar anesthesia was combined with inhala- 
tion anesthesia there were 2 per cent of failures. 
In vaginal operations complete anesthesia was ob- 
tained in 95 per cent. The duration of the anas- 
thesia, generally one or two hours, was usually suf- 
ficient for the operation. The worse the general 
condition, as in anemia or undernutrition, the great- 
er the percentage of failures. As a psychic prepara- 
tion, an individualized twilight sleep was given. 

There was vomiting in 1.6 per cent of the cases. 
In 13 per cent there was postoperative headache. 
Among the anemic patients its incidence rose to 
80 per cent. As the usual explanations of the cause 
of this condition did not satisfy the author, he made 
puncture tests to verify the correctness of Hose- 
mann’s theory that it is due to a rise or fall of pres- 
sure. Neither these tests nor the corresponding 
treatment confirmed the theory. The duration of 
the headache in 40 per cent of the cases was three 
days; in 36 per cent, eight days; in 6 per cent, four- 
teen days. Such headaches, which sometimes 
amount to torture, are a drawback to lumbar anes- 
thesia. Inhalation anesthesia, however, is some- 
times followed by pain. 

Paralysis of the abducens was rare and recovery 
usually resulted in from four to six weeks even in 
serious cases. More frequently there were trophic 
disturbances in the legs, body, and hands, and deep, 
wedge-shaped necroses of the sacrum resembling 
bed sores. These are analogous to herpes zoster. 
Spielmeyer observed cortical degeneration of the 
posterior roots, a condition resulting from intoxica- 
tion. In the second year of the war all by-effects 
were more frequent. This was perhaps due to 
increased irritability and undernutrition. According 
to Mansfeld, if there is insufficient body fat more 
of the narcotic is stored in the brain cells. Possibly 
a deficiency in calcium is also a factor. The author 
does not agree with the lipoid theory. He regards 
as more correct the permeability theory according 
to which the effectiveness of narcotics is due to their 
capacity to penetrate the cell membrane, a capacity 
which is increased by a deficiency in calcium. These 
facts perhaps explain the severe and undesirable 
by-effects of lumbar anesthesia. 

In 8 cases the anesthesia was associated with col- 
lapse and disturbances of breathing, but recovery 
resulted. The author believes that these complica- 
tions were due partly to the pushing up of the 
diaphragm by large tumors. Rapid removal is the 
only treatment giving relief. In 5 cases death 
occurred during or after the operation from res- 
piratory paralysis or collapse. It is questionable 
whether the anesthetic was in any way responsible 
for two of these fatalities as the collapse was prob- 
ably caused by the removal of a huge tumor. One 
patient. died of meningitis. This is the eleventh case 
of the kind reported in the literature. There were 
6 deaths in 3,310 cases, 0.18 per cent or 1 in 551. 
This high mortality, which is about midway between 
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the extremes reported in the literature, is probably 
due partly to the fact that all of the patients with 
one exception were in very poor condition. Three 
women died eight to fourteen days after the oper- 
ation from sinus thrombosis. According to the 
pathologist, the lumbar anesthesia was in no way 
responsible. 

One advantage of lumbar anesthesia is the com- 
plete lack of tension of the abdominal wall. Because 
of the extremely simple technique and the excellent 
anesthesia obtained, the author states that he would 
not give up this form of anesthesia in spite of cer- 
tain, not altogether avoidable dangers. 

KULENKAMPF (Z),. 


Kaiser, F. J.: Methods of Combating the Un- 
favorable Effects of Lumbar Anesthesia (Die 
schaedlichen Nebenwirkungen bei der Lumbalanaes- 
thesie und ihre Bekaempfung). Deutsche med. 
Wehnschr., 1921, xlvii, 178. 


The author reviews the literature on the disturb- 
ances due to lumbar anesthesia and the methods 
of overcoming them. The anesthetic used for this 
type of anesthesia is novocaine-suprarenin solution. 
Puncture is. made between the second and third 
lumbar vertebre. The skin is disinfected with ether 
and iodine and the iodine removed with ether. The 
author does not believe that the trickling of spinal 
fluid following the use of the ordinary direct punc- 
ture needle has anything to do with the disturbances, 
but he uses a small needle 10 to 12 cm. long such as 
that ordinarily employed for local anesthesia. If 
there is bleeding during the puncture he does not 
make the injection. If bleeding does not occur, 3 
c.cm. of spinal fluid are removed and a correspond- 
ing amount of the solution is injected slowly. As a 
rule the patient is placed in the lateral position but 
sometimes in old cases of kyphosis he is seated. 
Trendelenburg’s position is used only in cases of 
moderate kyphosis (20 to 40 degrees) with extreme 
flexion of the head. 

The author finds that in the literature no distinc- 
tion is made between the symptoms accompanying 
the anesthesia, those immediately following it, and 
those developing later. The symptoms he calls 
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Bury, J. S.: Gunshot Injury to the Brain Involving 
Both Cortical and Subcortical Tissue. Brit. 
M. J., 1921, i, 556. 


The author reports a case of gunshot injury to the 
brain which shows the difficulties involved in deter- 
mining the relative extent of sensory disturbance 
due to cortical and to subcortical destruction. 
Private X, aged 32, was shot in the head with a rifle 
bullet March 10, 1915. When he fell he thought 
“he saw little devils and bells were ringing.” He 
does not believe he lost consciousness because he 


“accompanying symptoms” occur within the first 
three hours and consist of pallor, sweating, nausea, 
vomiting, dizziness, loss of consciousness, difficulty 
in breathing, and irregularities of the heart. They 
indicate involvement of the medulla oblongata. 
The after-symptoms are headache and what has been 
called “‘meningism.” The latter is undoubtedly a 
temporary serous meningitis due to increase of fluid 
under pressure. The late symptoms are chiefly 
paralysis of the muscles of the eye appearing not less 
than a week later and indefinite symptoms such 
as a feeling of pressure in the head, paresthesia, 
neuralgic pain, and partial loss of memory. 

Kaiser regards severe shock or collapse after 
injuries as a contra-indication to the use of lum- 
bar anesthesia. In such cases ether anesthesia is 
better. Preliminary morphine and scopolamine 
should not be given. In none of the author’s cases 
was there a fatal outcome or any very serious effect. 
He does not state the number of his cases. Thirty 
per cent of the patients had after-effects; 10 per 
cent, accompanying symptoms; and 20 per cent, late 
symptoms. The anesthesia failed in 4 cases. As 
his experience increased the number of after- 
effects sank to 10 per cent. 

Careful attention should be given to the following 
points: the use of a good solution, perfect asepsis, 
the complete removal of iodine following disinfec- 
tion, and the avoidance of the use of chemical fluids 
on the instruments. No morphine or scopolamine 
should be used before the anesthesia. The patient 
should be in the lateral position. The needle should 
be very fine and should be pushed in until it just 
reaches the sheath of the lumbar cord. If there is 
hemorrhage this type of anesthesia is contra- 
indicated. No spinal fluid should be aspirated and 
only 3 c.cm. should be allowed to flow out. The 
injection should be given slowly. The pelvis should 
not be much raised when the operation is to be 
above the first lumbar vertebra. The head should 
be very much flexed. Contra-indications should be 
strictly observed. If severe after-effects develop, 
repeated lumbar punctures should be made, abun- 
dant fluid given, and the patient kept on his back. 

KULENKAMPF (Z). 


HEAD AND NECK 


heard someone shout “stretcher-bearers.”” When 
consciousness was fully restored he found his right 
leg crossed over the left leg. Although he could 
move both slightly, they were useless, as was also the 
left arm. A trephination was done that night and 
his legs regained power slowly. In about twenty-one 
months he was able to hobble about feebly with the 
help of acane. An X-ray of the head showed nothing 
abnormal except the trephined area. 

Six years after the injury his mental state, speech, 
special senses, pupils, and the movements of his eyes 
were normal. The wound lies 2 to 3 cm. to the right 
of the middle line, its anterior end being 16 cm. from 
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the nasion and its posterior end 19 cm. from the 
inion. Near the anterior end of this depression the 
pulsating of the brain can be felt. The probable 
position of the lesion is shown by a diagram. 

The right hand and arm are normal, but the left 
arm is rigid. Some movements of the right foot are 
weak and there is left hemiplegia. The reflexes are 
hyperactive, especially on the left side, where double 
ankle clonus and Babinski phenomena are noted. 
Sensation on the right side is normal; on the left it 
is diminished to the cotton wisp, particularly in the 
hand and foot, and to a lesser degree in the arm and 
leg. The patient appreciates the sensation of rough- 
ness. The sense of vibration is present on the left 
side, although slightly diminished, as is that of pin- 
prick. The pressure sense, as measured by the 
algometer, is greater on the left side, the amount 
being to on the left palm and 7 on the right. Ther- 
mal sensibility is not impaired. 

The sense of position in the hand is definitely dis- 
turbed since slight passive movements of the fingers 
are not recognized; moreover, the position of the 
arm in space is not recognized with the eyes closed. 
Stereognosis is lost, and any common object placed 
in the left hand is not recognized. 

The main features of this case, namely, the hemi- 
plegia and the hemi-anesthesia, indicate a subcortical 
rather than a cortical lesion. The paralysis of certain 
movements of the right foot shows that the lesion is 
not limited to the right cerebral hemisphere, but 
crosses the middle line to implicate the top of the 
left precentral convolution or, more probably, the 
fibers proceeding from it. 

The changes in sensation on the left side cannot be 
explained wholly, however, by a subcortical lesion. 
Interference with the sensory activity of the cortex 
is indicated by the inability to recognize objects in 
the hand. The loss of the power to recognize the 
posture of the affected arm, a striking feature of the 
case, may occur in subcortical as well as in cortical 
lesions. A. C. Jonnson, M.D. 


Pfeifer, B.: The Peripheral Surgical Treatment 
of Spastic Paralyses in Injuries and Organic 
Diseases of the Brain (Die periphere chirurgische 
Behandlung spastischer Laehmungen bei Hirn- 
verletzten und anderen organischen Erkrankungen 
des Gehirns). Deutsche Ztschr. f. Nervenh, 1921, 
Ixviii, 9. 


The indications for peripheral operation are 
spastic hemiplegias and monoplegias. Twenty- 
seven patients were operated upon; 22 of them, 
with cerebral hemiplegias, monoplegias, and milder 
forms of paraplegias of the legs by the peripheral 
method and 5 who had severe cerebral paraplegias 
of the legs, by the central method, resection of the 
posterior roots of the cord. 

Of the 22 cases operated on by the peripheral 
method, 17 were cases of cerebral hemiplegias, 13 
of which were due to gunshot injuries of the brain 
and 4 to brain disease caused by injuries to the 
internal carotid, infectious diseases, dysentery, or 


pneumonia. The operations were done by Foerster’s 
method. The nerves were laid bare for several 
centimeters and after the extent of their function 
had been determined by the use of the faradic 
current they were resected. 

In the arm the median nerve was most frequently 
affected (19 times). In some cases later operations, 
such as lengthening of the tendons, were necessary. 
The number of cures was less in the upper than in the 
lower extremity. In some cases, especially those in 
which the hand and finger joints were involved, 
the spasms which stopped after the operation reap- 
peared later. There is no doubt that their reap- 
pearance was due to regeneration of the resected 
motor bundles. Pfeifer comes to the following 
conclusion: 

Though the results of Foerster’s peripheral opera- 
tion were not entirely satisfactory in the upper 
limb in all cases, they were so much better than 
those obtained by the earlier methods of massage, 
electricity, and exercise, that undoubted y Feoerster’s 
operation should be performed in properly seiected 
cases of spastic paralysis. VALENTIN (Z). 


Nederle, B.: The Operative Treatment of Brain 
Tumors, with Remarks upon Drainage (Zur 
operativen Therapie der Hirnzeschwuelste mit 
Bemerkungen zur Drainage). asop. lék. Cesk. 
1921, Ix, 51. 


A 19-year-old girl had suffered for four years, 
from increasing headache and epileptic attacks. 
In the further course of the disease there was atrophy 
and paresis of the right upper and lower extremity, 
paresis of the left facial nerve, and bilateral choked 
disc. The condition was diagnosed as a benign 
tumor in the lower part of the left central convo- 
lution. 

Operation was performed in two stages. A 
fibroma the size of a hen’s egg was removed The 
wound was then closed around a small drain. 
The drain was removed after three days. In spite 
of the fact that the opening was closed with a suture, 
prolapse of the brain into the drainage canal oc- 
curred and was overcome only with great difficulty. 

Ina second case of tumor of the right motor region 
there was severe collapse after the extirpation of the 
tumor and it was necessary to finish the operation 
quickly. A part of the wound cavity was tam- 
poned on account of venous hemorrhage. After 
the removal of the gauze prolapse of the brain broke 
down the sutures and within five weeks led to 
necrosis, infection, and death. 

The pressure within the skull seems to increase 
rapidly after the removal of a tumor, the vessels 
of the brain dilate quickly, the tissues become 
cedematous, and this acute oedema further increases 
the pressure. If any opening is left in the. skull 
prolapse of the brain may occur. , 

Krause believes the chief cause of prolapse 1s 
injury of the meninges, but in the two cases reported 
the meninges were certainly not injured, while in 
many cases of operation for Jz cksonian epilepsy 
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and extirpation of scars or meningeal cysts there is 
not the slightest indication of prolapse. At any 
rate, primary complete closure of the wound in 
operations for brain tumor is of great importance. 
Kinpt (Z). 


Lockwood, B. C.: A Cholesteatomatous Cystic 
Tumor of the Pituitary Gland: Report of a 
Case, with Discussion of the Diagnosis of 
Pituitary Disease. J. Am. M. Ass., 1921, lxxvi, 
1218. 


Lockwood reports a case of cholesteatomatous 
cystic tumor of the pituitary gland and calls atten- 
tion to some local and hormonic signs of pituitary 
disease which are often overlooked. Headache 
caused by the distention of the glandular envelope 
is a common early symptom. It is often very severe 
and is described as bitemporal. 

Because of the relationship between the optic 
chiasm and the pituitary gland ocular manifesta- 
tions are probably the most common local symp- 
toms. Pressure of a tumor of the pituitary gland 
first involves the fibers going to the nasal half of 
the retina and produces first loss of color vision 
and then loss of form vision, causing blindness in 
the temporal fields. 

As a rule changes in the size and shape of the sella 
turcica are demonstrated by the roentgen ray in 
cases of pituitary tumor, but as there is much varia- 
tion in the normal sella in different persons, very 
early changes are hard to distinguish. 

The hormonic signs are due to deficient or ex- 
cessive secretion of the anterior or posterior lobe 
or both lobes. 

From clinical observation and experimental work 
it seems that the secretion of the pituitary gland 
controls the growth and the function of the body as 
follows: 

Anterior lobe: (1) osseous growth and develop- 
ment; (2) genital growth and function; (3) muscular 
strength and development; (4) dermal changes, such 
as the texture of the skin and hair; (5) blood pres- 
sure and, to a less degree, the temperature and 
pulse; (6) to some extent, mental development. 
Posterior lobe: (1) metabolism, as judged by car- 
bohydrate tolerance, basal metabolism, and the 


deposit and distribution of fat; (2) involuntary - 


muscle tonus; (3) other endocrine glands; (4) mental 
activity; and (5) temperature and pulse. 

The case reported by the author, which came to 
autopsy and showed a rare form of the cystic tumor, 
demonstrated the futility of the use of the roentgen 
ray as a therapeutic measure for this type of growth. 
Roentgen treatment is of value only when the tumor 
is an’adenoma. Operative procedure is indicated 
in all cases. H. A. McKnicar, M.D. 


Sistrunk, W. E.: Mixed Tumors of the Parotid 
Gland. Minnesota Med., 1921, iv, 155. 


During the early stages mixed tumors of the parot- 
id are small, encapsulated, and only mildly malig- 
nant. If they are operated on during this period, 

us 


the danger to the facial nerve is slight and a perma- 
nent cure is obtained in most cases. 

Mixed tumors occur twelve times as often in the 
parotid as in the submaxillary glands and practically 
never occur in the sublingual salivary glands. 

When the capsule is ruptured by trauma or the 
growth of the tumor, the neoplasm usually invades 
the surrounding tissues and may undergo highly 
malignant changes. 

These tumors show varied pathologic pictures. 
They are generally composed of epithelial elements, 
cartilage, and fibrous tissue. Some pathologists 
believe them to be mesotheliomata while others 
regard them as basal-cell epitheliomata and carcin- 
omata. Sections from the same tumor often show 
totally different histologic structures. 

Surgery seems the best treatment as radium and 
the X-ray have but little effect on the growth. An 
oblique incision is made 34 or 1 in. below the angle 
of the jaw in one of the creases of the neck. The 
tumor often lies superficially on the anterior surface 
of the gland and can be enucleated readily. If this 
is done without rupturing the capsule, a permanent 
cure almost always results. If the capsule ruptures 
it is best to separate it from the surrounding tissue 
by blunt dissection and remove it entirely. The 
cavity should be washed out and then swabbed 
with Harrington’s solution in order to devitalize 
any malignant cells remaining in the wound. 

Facial paralysis rarely occurs following operations 
for small tumors of the parotid, although there is an 
occasional transient paralysis resulting from the 
trauma of operation. This usually subsides, how- 
ever, in from six weeks to one year after the enucle- 
ation. In operations on extensive growths the facial 
nerve is exposed by isolating its inframandibular 
branch which runs along the angle of the jaw. 
This is dissected upward through the substance of 
the gland to the two main divisions of the nerve. 
The lower pole of the parotid may then be 
lifted up and the dissection completed above the 
nerve. 

Sistrunk has been able to follow up 93 of 103 
patients operated on at the Mayo Clinic from 1915 
to 1919. Eighty-five of these are known to be alive 
and 8 are dead. Six of the latter are known to have 
died of recurrence and all 6 had extensive growths 
at the time of operation. In 4 of them the glands 
were involved. Four of the 6 were operated on also 
one or more times elsewhere. 

A primary operation was performed on 66 pa- 
tients. Fifty-six of the 60 for whom data are 
obtainable are alive and 4 are dead. Forty-nine 
have had no recurrence from one to five years 
following the operation; 11 are known to have a 
recurrence. Thirty-seven patients were operated on 
for recurrences which had developed following 
one or more previous operations; 34 of these had 
been operated on elsewhere and 3 are dead. The 
tumor is known to have recurred in 14 instances. 
All the recurrences appeared within one year efter 
the operation. 
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Of the patients with primary operations 93.4 per 
cent are alive, 18.3 per cent have had recurrences 
(including those who died), and 6.6 per cent are 
dead. Of those operated on for recurring growths 
89.2 per cent are alive, 37.8 per cent have had 
recurrences (including those who died), and 10.8 
per cent are dead. 

Four of the 66 patients on whom primary opera- 
tions were performed presented themselves with 
complete facial paralysis due to the pressure of the 
tumor. It was necessary to sacrifice the nerve in 
6 instances on account of the extensive involvement. 
In 16 cases in which efforts were made to preserve 
the nerve there was temporary complete paralysis. 
One patient had a permanent partial paralysis and 
another a permanent complete paralysis. In 3 of 
13 cases in which the tumor was enucleated a tem- 
porary complete paralysis developed, and in 2, a 
complete paralysis. In 3 patients temporary partial 
paralysis occurred, and in 5 a permanent partial 
paralysis. Two patients had a salivary fistula; in 
one case this followed a primary operation, and in 
the other, an operation for recurring tumor. 

A. J. Scuotr, Jr., M.D. 


Pélya, E.: Making a New Lower Lip from the Upper 
Lip (Ersatz der Unterlippe aus der oberen). 
Zentralbl. f. Chir., 1921, xlviii, 262. 

The method described can be used in total or 
subtotal loss of the lower lip when the defect is long 
and not more than 2 cm. wide. Half of the mucous 
membrane of the upper lip, either alone or with a 
strip of skin not more than 1 to 1% cm. broad, is 
sutured into the corresponding half of the defect 
in the lower lip which has been shaped into a long 
quadrangle. After two weeks the other side of the 
lower lip is covered with a similar flap from the other 
side of the upper lip. 

The normal upper lip is restored by making two 
flaps by a V-shaped incision beginning at the ale 
nasi and meeting in the middle of the upper lip. 
The two flaps thus made are then sutured in the 
midline. Tromp (Z). 


NECK 


Peabody, F. W., Sturgis, C. C., Tompkins, E. M., and 
Wearn, J. T.: Epinephrin Hypersensitiveness 
and Its Relation to Hyperthyroidism. Am. J. 
M. Sc., 1921, clxi, 508. 

The authors discuss the two procedures which are 
in extensive use in this country at the present time 
for the determination of functional hyperactivity of 
the thyroid gland. One of these, the measurement 
of basal metabolism, rests on sound experimental 
and clinical observations, for there is abundant 
evidence that stimulation of the thyroid gland or 
the administration of its active principle causes an 
increase in heat production. The outstanding draw- 
back to this method is that even with the recently 
simplified technique it requires specialized training 
and experience both for its application and for the 
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proper interpretation of the information derived 
from it. 

The second procedure consists of the injection of 
epinephrin. Its diagnostic significance depends on 
the type of reaction which occurs in patients 
with hyperthyroidism and is supposed ‘*o be 
characteristic of this condition. The test is usually 
carried out by the method suggested by Goetsch, 
0.5 c.cm. of a 1 : 1,000 solution of epinephrin being 
administered. This procedure is so easy to apply 
and apparently so simple to interpret that it has 
been widely adopted as a diagnostic measure, and 
the “positive” reaction is frequently considered as 
an indication even for surgical interference: Re- 
garding this test as highly specific in its significance, 
it seemed to the authors of importance to study in 
greater detail the nature of the reaction and the 
conditions under which the “positive” reaction, 
which is assumed to indicate epinephrin hypersensi- 
tiveness, appears. 

The difference between positive and negative 
reactions to epinephrin is quantitative, and’ what 
clinical significance the test possesses depends on 
the selection of a proper differentiating dose. A 
fundamental part of the investigation obviously con- 
sisted of the control observations carried cut on 
normal individuals. These were begun in the army. 
It was soon found that the problem was complicated 
by the fact that the standards of normality’ were 
not clearly defined. A group of 26 men from an 
organization which had undergone training for 
fourteen months and was on its way oversezs was 
therefore studied. None of these was found to 
give positive reactions to epinephrin. A second 
group of normal men tested consisted of 28 Harvard 
medical students. Among these, 4 (14 per cent) 
gave very definite positive reactions. The general 
conclusions which seemed justifiable from these 
observations were as follows: 

Different persons, both those who were iil and 
those who were well, reacted with different degrees 
of intensity to the injection of epinephri: By 
means of selected dosage and carefully chosen 
criteria for the response, it was possible to differen- 
tiate somewhat artificially between the slight reac- 
tions which were called negative and the: more 
‘violent reactions which were called positive. In 
certain instances doubtful or questionable reactions 
were obtained. 

The fundamental nature of the reaction is un- 
known. It was associated with an increase in heat 
production which ran more or less parallel to the 
intensity of the reaction. On the basis of what is 
definitely known regarding the physiological action 
of epinephrin it seems probable that the phenomenon 
was due to a stimulation of the sympathetic nervous 
system. Theoretically a positive reaction might 
have indicated hyperactivity of the thyroid gland, 
the adrenal glands, or the sympathetic nervous 
system. On the other hand, it might depend on a 
lowered threshold of response of the sympathetic 
nervous system. With the exception of hyperthy- 














roidism, little is known about these conditions in 
man, but they probably occur and there seems to be 
no reason to assume that a positive epinephrin 
reaction is constantly associated with hyperthy- 
roidism. It is much more probable that different 
causes account for the reaction in different types 
of clinical cases. 

Hypersensitiveness to epinephrin was found in 
many patients with the clinical picture of hyper- 
thyroidism and an increased basal metabolism, 
but it was not constant under these conditions. 

It was found also in persons who had no indica- 
tions of hyperthyroidism. Thus it was noted in 
many psychoneurotics, in about 50 per cent of 
patients convalescent from acute infections, in 
nearly the same proportion of soldiers with “effort 
syndrome,” in 14 per cent of apparently normal 
young men, and in patients with various unrelated 
diseases. 

The positive reaction to epinephrin appeared to 
occur most often in very nervous persons, but it 
was not constant in such cases. The clinical sig- 
nificance of the reaction was not clear, but in the 
authors’ opinion it is of no specific significance in 
the diagnosis of hyperthyroidism. 

G. E. Bettay, M.D. 


Wolff, G.: Proliferating Goiter; A Contribution to 
Malignant Epithelial Tumors of the Thyroid 
(Wuchernde Struma; ein Beitrag zur Lehre von 
den epithelialen boesartigen Geschwuelsten der 
Schilddruese). Beitr. z. klin. Chir., 1920, cxxi, 56. 


This is a description of three cases from the Goet- 
tingen surgical clinic. One case is described in 
detail and illustrated with four plates. 

The patient was a youth 1714 years of age. In 
1913 half of the thyroid was excised for goiter and 
in 1917 a cyst on the left side was enucleated. The 
pathologic diagnosis after the second operation was 
carcinoma of the thyroid. In February, 1919, the 
patient was admitted to the hospital again with a 
large nodular tumor involving both sides of the 
neck. The operation was very difficult but was 
followed by uneventful recovery. 

The tumor was 8 by 6 by 5 cm. in size and con- 
sisted of several round nodules. It had a lobular 
structure as there were septa extending into it from 
the connective tissue capsule. In color it was 
grayish-yellow to yellowish-white with hemorrhagic 
spots. Microscopic examination showed a con- 
nective tissue capsule at the periphery of the nodes; 
immediately under this were clumps and bands of 
cells separated by fissures. Toward the center the 
connective tissue decreased; the fine bands of darkly 
staining cells were interspersed with vesicles which 
gave the growth a lattice-like appearance. At one 
point on the periphery the tumor cells had broken 
through into the musculature. A _ characteristic 
feature was the presence between the epithelial 
cell masses of fissures with a single capillary wall 
which contained blood (Minot’s sinusoids.) This 
part of the picture coincided completely with the 
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form of tumor described by Langhans as proliferat- 
ing goiter. One nodule had a papillomatous struc- 
ture. The tissue was very similar to foetal thyroid 
tissue. 

The author agrees with Langhans and Zehbe 
that proliferating goiter begins during embryonic 
life. The case reported showed the characteristics 
of malignancy in that the growth had broken 
through into the muscles. There were no metastases. 

The second case was that of a brother of the first 
patient. He had been operated on in 1913 and 1915 
and came to the hospital with a recurrence at the 
same time. As operation was refused, he was given 
roentgen treatment. 

The third case also was treated with the roentgen 
rays. JUENGLING (Z). 


Luepke, H.: The Operative Treatment of Diver- 
ticulum of the sophagus (Beitrag zur opera- 
tiven Behandlung der Ocsophagusdivertikel). 
Beitr. z. klin. Chir., 1921, cxxi, 612. 

Because of the hopelessness of internal treatment 
of diverticula of the cesophagus there have been 
many attempts to treat the condition surgically. 
At first, operative treatment consisted merely in 
forming fistula in the diverticulum. Later, resec- 
tion in two stages was done. Today, since the intro- 
duction of local anesthesia, resection in one stage 
is the procedure of choice. 

The author gives the histories of the last 4 
cases operated on by Perthes in one stage. In all 
of the these the fistula in the oesophagus healed by 
first intention. The diagnosis of diverticulum 
generally offers no difficulties for the symptoms are 
very characteristic. However, it should be con- 
firmed by an examination with the probe or by orso- 
phagoscopy. In most cases a roentgen examination 
gives sufficient information. 

Local anzsthesia is a decided step in advance in 
the operative treatment. It overcomes the chief 
dangers of the operation, i. e., direct injury of the 
respiratory organs by the anaesthetic and the 
aspiration of bits of food from the diverticulum. 
Moreover, it facilitates the examination of the diver- 
ticulum as the patient can be asked at any moment 
to swallow and swallowing makes the diverticulum 
more prominent. In addition, the introduction of a 
probe is rendered unnecessary and the filling of the 
sac before the operation as recommended by Koenig 
is no longer dangerous as it can be emptied at any 
time. Another great advantage is that the anesthe- 
sia is not followed by vomiting which puts a great 
strain on the cesophageal sutures. The local anzs- 
thesia induced by subcutaneous injection is sup- 
plemented by paravertebral conduction anesthesia. 

The incision used is a longitudinal incision made 
at the anterior edge of the sternocleidomastoid or a 
collar incision somewhat higher than that for goiter. 
The muscles of the neck are spared as much as 
possible; generally it is necessary to cut the omo- 
hyoid. The diverticulum is reached between the 
thyroid and the great vessels of the neck. The 
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latter must be drawn outward. It is necessary 
sometimes to ligate the superior or inferior thyroid 
artery, and if the thyroid is enlarged, to resect one 
pole. In removing the diverticulum Perthes places 
a Moynihan clamp on the neck of the diverticulum 
and cuts above it. A continuous suture is passed 
through the adventitia and muscularis while the 
clamp is in position. The sutures are tied just as 
the clamp is taken off. Afterward a few buried 
sutures are placed in the cesophagus. 

In general it can be said that the best results are 
obtained when the mucous membrane stump, which 
offers danger of infection, is completely invaginated 
in the lumen of the cesophagus and the normal 
cesophageal wall is brought together over it. Com- 
plete closure of the wound is not indicated as, in 
spite of the utmost care in removing the diver- 
ticulum, healing of the external wound by first inten- 
tion cannot be counted upon. 

In the after-treatment the chief point is the pa- 
tient’s nutrition as he is generally in poor condition. 
As a rule, except when a gastric fistula is made, the 
patient is fed for the first few days by enema and 
infusions of salt solution. From the third to the 
fifth day a little liquid food is given by mouth. If 
the sutures are not disturbed the wound heals more 
quickly and no fistule are formed. Swallowing, 
however, is not as dangerous as vomiting. The 


CHEST WALL AND BREAST 

Dorendorf: The Diagnosis of Acute, Non-Suppu- 
rative, and Chronic Mediastinitis (Die Diag- 
nose der akuten—nicht eitrigen—und der chroni- 
schen Mediastinitis). Arch. f. Laryngol. u. Rhinol., 
1920, XxXili, 285. 

The diagnosis of acute, non-suppurative medias- 
tinitis is very difficult. The condition should be 
suggested by certain subjective symptoms associated 
with hiccough, difficulty in swallowing, and pain 
behind the sternum. The most important objective 
sign is paralysis of the recurrent laryngeal nerve on 
the left side. This is generally only a posticus 
paralysis. As it does not disturb the voice or res- 
piration, it can be recognized only by a mirror 
examination. 

The author observed such paralyses in 4 cases of 
pleuritic effusion in which the inflammation extend- 
ed to the mediastinum. In 2 of these it was very 
extensive, but in the others only moderate. In 1 
case there was complete paralysis of the recurrent 
largyngeal nerve on the left side, and in 3 cases only 
a posticus paralysis. In 1 of these cases there was 
tuberculosis of the apex of the left lung. In every 
instance the paralysis disappeared completely. 

In 2 cases there was paralysis of the left vocal 
cord after hydropneumothorax, and in both the 
apex of the left lung had collapsed when the paral- 
ysis began so that injury to the nerve from apical 
adhesions could be excluded. More rarely a paral- 
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administration of nutriment through a stomach 
sound is not indicated as it causes retching. It 
would be better to make a stomach fistula, especially 
if the patient is weak and under-nourished. ; 

The danger of infection has been met by different 
surgeons in different ways. Girard invaginates the 
unopened diverticulum into the cesophagus. This 
is not a radical treatment and is possible only if the 
diverticulum is very small. Goldmann prefers 
to remove the diverticulum in two stages. The sac 
is exposed, ligated with a silk suture at its insertion 
in the cesophagus, pulled outward, and sutured to 
the surface. The skin wound is closed around a 
tampon. If then the diverticulum is not discharged 
spontaneously after eight to ten days it is removed 
surgically. Of course in such cases a fistula is formed, 
but it is not dangerous as the granulations which 
form in the meantime are a sufficient protection to 
the surrounding tissues. Later examination. how- 
ever, has shown that this method, which formerly 
was in favor, leaves small pouches of mucous 
membrane which may cause a recurrence later. 

In resection of the diverticulum a drain or tampon 
should always be left at the point of suture. In 
general, it may be said that with modern surgical 
technique and under local anesthesia resection is 
not associated with any special danger and is the 
only reliable surgical method. GANGL (Z). 


THE CHEST 


ysis of the recurrent occurs in pleuropneumonia. 
Two cases were observed. In the case of a 64-year- 
old woman paralysis of the left recurrent laryngeal 
nerve developed three days after the beginning of 
Pneumonia on the left side. Death occurred four 
days later. At autopsy only cedematous tissue was 
found pressing on the left vagus and recurrent 
laryngeal nerve; there was no pressure of swollen 
bronchial glands. In the second case there was 
paralysis of the left recurrent laryngeal nerve in the 
course of a pleuropneumonia of the upper and middle 
lobes in a healthy 24-year-old workman. The paral- 
ysis disappeared a few weeks after the resolution 
of the pneumonia. 

More frequently paralysis of the recurrent laryn- 
geal nerve occurs in the course of pericarditis in 
rheumatic polyarthritis in which the inflammation 
extends to the pleura and, less frequently, to the 
mediastinum. The conduction of the nerve is not 
interrupted in these cases by the mechanical pres- 
sure of the large pericardial effusion as the paraiysis 
is observed in cases in which the exudate is moderate 
and even in those in which there is no effusion at all. 
It is rather the result of an inflammation extending 
from the pericardium to the loose lymphatic tis- 
sue of the mediastinum and involving also the left 
vagus. Paralysis of the recurrent laryngeal nerve 
associated with mitral lesions cannot be attributed 
to mechanical injury exerted by the enlarged left 
ventricle as in these cases, 10 of which were ob- 































served by the author, it is much more probable 
that, in addition to the endocarditis which caused 
the mitral lesion, there was also a pericarditis which 
was responsible for the mediastinitis. 

The prognosis is favorable in cases of paralysis of 
the muscles of the larynx occurring in acute articular 
rheumatism causing pericarditis. As a rule the 
condition disappears gradually in the course of four 
or five months. In rare cases, however, a chronic 
inflammation develops which produces permanent 
paralysis of the recurrent laryngeal nerve. 

There are two types of cases of chronic medias- 
tinitis. In the first, the process is limited to the 
mediastinum and is generally caused by tuberculosis; 
in the second, it involves the pericardium also and 
originates in a polyserositis or a rheumatic peri- 
carditis. The symptoms are stasis of the veins of 
the neck and face, tortuous veins on the anterior 
wall of the thorax, oedema of the face, cyanosis of 
the lips, frequent nose-bleed, vomiting due to irrita- 
tion of the vagus, dysphagia from traction and 
pressure on the cesophagus or branches of the vagus, 
increased pulse rate, unequal pupils, and paralysis 
of the left recurrent laryngeal nerve. The increased 
tension of the nerve tissue between the vessels and 
the trachea leads in many cases to pulsations of the 
larynx (pulsus laryngeus descendens). When the 
pericardium is involved the symptoms of pericar- 
dial adhesions and the heart injuries caused by 
them dominate the clinical picture. Finally there 
may be the complete clinical picture of “walling 
up of the heart” with all its consequences. The 
author gives the detailed history of such a case. 

Roentgen examination often gives a positive 
diagnosis in cases of chronic mediastinitis; especially 
illumination in an oblique or transverse direction. 
Mediastinal adhesions are shown by a veil-like pic- 
ture or by dark spots in the clear mediastinal field. 
Displacement of the trachea and aorta is a further 
indication of mediastinitis. Three roentgen pictures 
are given. TIEGEL (Z). 


Matthews, A. A.: Simple Drainage Device for 
Empyema. Northwesi Med., 1921, xx, 88. 


The device described is used to obviate the danger 
of removing a large quantity of fluid from the chest 
at one time and to prevent the shock consequent to 
mediastinal flapping which occurs occasionally when 
the open drainage tube is employed. Negative 
pressure can be applied after a day or two if desired. 

The author prefers resecting 2 in. of the ninth rib 
in the scapular line. A small opening is made in the 
pleura, a finger is inserted in the opening to prevent 
the escape of pus, and a pursestring suture then 
placed around the opening. A Wilson empyema 
button through which a close-fitting rubber tube has 
been passed is placed within the cavity and the 
pursestring drawn taut. The muscle and skin are 
snugly apposed and the outer flange of the Wilson 
button is strapped to the chest with adhesive plaster. 
The tube is clamped but every two hours as much 
pus as seems desirable is drawn off by turning the 
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patient on his side and releasing the clamp. After 
the second day Dakin’s solution is injected through 
the tube several times each day except in cases of 
bronchial fistule. 

In conclusion the author states that this method 
prevents shock, saves dressings, controls the 
amount of discharge, remains air-tight, and permits 
the application of negative pressure. 

R. C. Wess, M.D. 


Pribram, B. O.: Hzmorrhage of the Mammary 
Gland (Die blutende Mamma). Ergebn. d. Chir. u. 
Orthop., 1921, Xiii, 311. 

Bleeding from the nipple always indicates ir- 
ritation. In young girls it is generally a vicarious 
menstruation associated with changes in the gen- 
italia. As such it is harmless and does not require 
any treatment except perhaps bandaging of the 
breasts and gynecological treatment to bring about 
normal menstruation. 

When bleeding of the nipple appears between the 
ages of 40 and 50 it is generally due to polycystic 
degeneration of the mamma. This, the author 
believes, is due to unequal aging in different parts 
of the gland, which leads finally to cyst formation. 
The epithelium of the milk ducts secretes and there- 
by causes pressure from within outward. The 
pressure gives rise to cysts which continue to grow 
until the walls break down and then become con- 
fluent. These cysts also may give rise to hemor- 
rhage. 

Hemorrhagic intracanalicular cystic epithelioma 
is distinguished from these polycysts (Reclus’ 
disease) by the fact that the former always originates 
in the large milk ducts and therefore always causes 
hemorrhage through the nipple and _ papillary 
excrescences. Moreover, it has a greater tendency 
to develop into carcinoma. Both forms of cystoma, 
however, have a certain tendency to degenerate into 
carcinoma. 

Carcinoma and sarcoma of the breast seldom bleed. 
Cases in which bleeding occurs are generally cases of 
cystic tumors. These are less malignant and their 
treatment, for cosmetic reasons, may be more 
conservative. In polycystoma some surgeons punc- 
ture the cysts and, after removing their contents 
by suction, inject phenol glycerine, iodoform ether, 
or tincture of iodine. Hyperamia must be avoided 
because it causes pain and makes the condition 
worse. If drainage of the cysts is not effective an 
infra-mammary incision is made around the gland 
and the gland is laid back and examined from below. 
The large cysts are then excised and the small ones 
cauterized with the thermocautery. If the dis- 
tribution of the cysts is too general or if there is a 
cystic epithelioma of the large milk ducts, the entire 
gland is shelled out, the skin and nipple being left. 
By the implantation of fat a very good cosmetic 
result is obtained. 

The neighboring lymph glands in cases of cystic 
epithelioma, as in cases of cancroid, show Only 
inflammatory hyperplasia. They are not invaded by 
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metastases. Therefore it is not necessary to remove 
them. In cases of carcinoma or sarcoma the clas- 
sical operation is amputation with radical removal 
of the regional glands. In one case of inoperable 
carcinoma the author obtained a good result from 
radiotherapy and oophorectomy. The tumor 
decreased in size and the patient’s general condition 
improved. This treatment, therefore, should be 
tried in inoperable cases. ROSENBURG (Z). 


TRACHEA AND LUNGS 


Mollison, W. M.: Dyspnoea and Tracheotomy. 
Guy’s Hosp. Gaz., Lond., 1921, xxxv, 108. 


In considering the causes of dyspnoea, general 
diseases as well as local conditions must be borne in 
mind. The general diseases favoring dyspnoea are 
affections of the lungs, heart, kidneys, and nervous 
system. The author discusses in greater detail 
the local affections which cause dyspnoea by prevent- 
ing the entrance of air into the lungs. 

First mentioned is obstruction of the air and food 
passages due to foreign bodies, dropping back of the 
tongue, acute parenchymatous glossitis, abscess of 
the tongue, and abscesses and growths of the 
posterior pharyngeal wall. Next discussed is 
obstruction of the air passages alone from the outside, 
within the lumen of the passages, or in the walls of 
the tubes. 

Obstruction of the air passages from the outside 
may be due to garrotting, strangling, and pressure 
caused by such conditions as an enlarged thyroid, a 
retrosternal adenoma, malignant glands, mediastinal 
tumors, masses of tuberculous glands, or an enlarged 
thymus. 

Obstruction within the passages may be due to 
foreign bodies, including blood and pus. 

Obstruction due to affections of the walls of the 
passages themselves may be caused by webbing 
of the vocal cords, congenital laryngeal stridor, 
laryngismus stridulus, inflammatory affections such 
as acute catarrhal, diphtheritic, or pneumococcal 
laryngitis, or papillomata. 

In summing up the indications for tracheotomy as 
a means of combating dyspnoea, Mollison states 
that it should never be performed for laryngismus 
stridulus and should not be necessary in cases of 
papilloma of the larynx or cases of congenital 
laryngeal stridor. In cases of webbing of the cords 
tracheotomy may be indicated as a preliminary to 
other treatment, but is seldom required as an 
emergency operation. 

In no case of diphtheria should the surgeon be in a 
hurry to perform a tracheotomy. Instead, he should 
give large doses of antitoxin, then chloral and 
bromide by rectum, place the child in a warm bath, 
give oxygen, and then wait for an hour or two. If 
tracheotumy is necessary, it should be done as low 
down as possible and the tube should be removed at 
the end of twenty-four hours or three days at the 
longest. Before the removal of the tube chloral and 
bromide should be given. O. M. Rorr, M.D. 


Sauerbruch, F. The Surgical Treatment of Pul- 
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monary Tuberculosis (Die chirurgische Be- 
handlung der Lungentuberkulose). Muenchen. 
med. Wchnschr., 1921, \xviii, 261. 


Sauerbruch has found operative treatment bene- 
ficial in severe cases of pulmonary tuberculosis, 
especially those in which the condition is unilateral. 
In discussing his results, he points out the limitations 
of pneumothorax treatment which are often not recog- 
nized because it is not a serious operation, and he 
warns against the danger of breaking down ad- 
hesions. 

In mild cases pneumothorax is unnecessary and 
in others its permanent effects have been over- 
estimated. Complications from exudates are not 
unusual. Experienced surgeons are coming to 
realize more and more that extensive rib resection 
is the best method of obtaining extrapleural con- 
striction of the lung. When there are extensive 
adhesions of the lung to the chest wall the resection 
may extend from the first to the eleventh ribs, but 
if the lower lobe of the lung is freely movable resec- 
tion may be supplemented by pneumothorax. 
This method is better than Jakobaeus’ intrapleural 
pneumolysis, in which, by the use of the thoraco- 
scope, the adhesive bands are cut with the cautery. 
As such bands may contain blood vessels and small 
bronchi, their resection may be followed by hemor- 
rhage and infection of the pleural cavity. By extra- 
pleural loosening of adhesions combined with pneu- 
mothorax or rib resection astonishingly good re- 
sults are often obtained. 

Fillings are used only in cases of healed tuber- 
culosis in which cavities have been formed and 
mechanical plugging is indicated. In the forms of 
tuberculosis in which there are rigid-walled cavities 
which cannot be sufficiently filled up by mechanical 
compression of the lung it is best to open the cavities 
and empty their contents. This should be preceded 
by rib resection. 

Artificial paralysis of the diaphragm is of little 
value in the treatment of pulmonary tuberculosis, 
but Sauerbruch uses it frequently for diagnostic 
purposes when foci are suspected in the other !ung 
and it is not known whether the other lung would be 
able to withstand any further burden. He advises 
against serious operations when, after section of the 
phrenic nerve, there is fever and an increase of 
physical findings on the opposite side. He dis- 
approves of the surgical treatment of pulmonary 
tuberculosis by the methods of Freund, Hart, and 
Harras. With regard to the indications for operation 
he repeatedly emphasizes the necessity for close 
co-operation between the surgeon and internist. 

Of 381 patients operated on for pulmonary tuber- 
culosis up to 1919, 35 per cent are practically cured 
and about 4o per cent are considerably improved. 
All of these patients had severe chronic forms of 
tuberculosis. The permanent results were as good 
in working people who went back to their work after 
operation as in the wealthier classes. Numbers of 
soldiers were restored to health. 
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In the author’s opinion it would be a good thing 
to establish sanatoria for the surgical treatment of 
severe but still curable cases of tuberculosis similar 
to those which have been established for the medical 
and hygienic treatment of milder cases. These 
would keep the patients from infecting their families 
and friends while they were being restored to health. 

WAGNER (Z). 


Del Marcelle, C. C.: Penetrating Wounds of the 
Chest. J.-Lancet, 1921, xli, 229. 


The author discusses the immediate treatment of 
penetrating wounds of the chest as they occur on the 
battlefield and during the first hour or two after 
injury. All foreign bodies which were easily acces- 
sible were removed at once. In cases of perforating 
wounds of the chest which were not sucking wounds 
the side involved was strapped and morphine and 
atropine were administered. 

In sucking wounds of the chest with large open- 
ings there was extreme danger if the wound was as 
large as the larynx. In these cases there was always 
a certain degree of shock due to mental and physical 
fatigue and hemorrhage. To control the hemor- 
rhage the author advocates pinning up the wounds 
with one or more safety pins, the bite including the 
skin and muscle, and then applying a gauze dress- 
ing. This method was employed in France in July, 
1918, the enlisted men using the pins from their 
first-aid packets. 

When the patient had been moved to suitable sur- 
roundings sucking wounds were excised under local 
anesthesia and closed with deep mattress sutures. 
Morphine and atropine were given, and fluids as 
indicated. Heat was applied from emergency 
stoves. As soon as possible the patient was sent back 
to an evacuation hospital. Under this treatment the 
mortality was 14 per cent. 

At a base hospital in France 50 per cent of the 
chest wounds developed hemothorax, and of these, 
38 per cent developed empyema. Hemothorax was 
treated by aspiration. In empyema the foreign 
bodies were removed and tubular drainage was 
instituted. In 70 per cent small sinuses developed. 

In most of the cases with fracture of the ribs an 
infection developed and 52 per cent of the patients 
died. R. C. Wess, M.D. 


HEART AND VASCULAR SYSTEM 


Matas, R.: The Routes of Access to the Heart: 
Lessons Gathered from the Experiences of the 
World War. Med. Rec., 1921, xcix, 595. 


The lessons from the world war which have a 
direct bearing upon the surgery of the heart in 
general and upon the extraction of foreign bodies in 
particular may be summarized as follows: 

1. The indispensable association and collabora- 
tion of the roentgenologist with the surgeon. 

_ 2. The proved efficiency of this collaboration 
in increasing the safety of the intrathoracic manip- 
ulations and procedures for the extraction of foreign 
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bodies which hitherto have been regarded as largely 
impracticable if not visionary. 

3. Modifications in the technique of thoracotomy 
utilizing the older suggestions and the revision and 
extension of methods in the light of a new and 
larger experience. 

4. Disregard of the pleura and the risks of acute 
surgical pneumothorax contrary to all preconceived 
notions of the gravity of this complication. 

The routes of access by which the heart can be 
made accessible to surgical manipulation in all its 
parts are reviewed. Even among experienced op- 
erators they vary greatly. Le Fort makes a large 
fenestra by cutting a trap-door osteoplastic flap 
which includes the cartilages from the third to the 
fifth ribs to the left of a sternum. The Duval- 
Barsty operation is a median thoraco-abdominal 
pericardiotomy. Petit de la Villéon searches for 
intrathoracic projectiles under the fluoroscopic 
screen and extracts them through a small button- 
hole opening. 

Matas believes the indications for operations 
must be based upon the patient’s condition and the 
degree and duration of his disability. 

E. C. RosirsHek, M.D. 


Pool, E. H.: Pericardiotomy for Suppurative, Peri- 
carditis. Ann. Surg., 1921, lxxiii, 393. 


The author reports one case of suppurative peri- 
carditis of his own and several from the literature 
which were treated by pericardiotomy. In a total 
of 99 cases, which include 86 collected by Rhodes in 
1915, recovery resulted in 53 and death in 46. 

The author suggests the following operation, a 
modification of that of Delorme and Mignon, in 
cases of suppurative pericarditis: 

The incision is begun at the middle of the sternum 
at the level of the lower margin of the fourth costal 
cartilage, passed to the left and downward to the 
upper margin of the chondrosternal junction of the 
fifth, then downward close to the left of the sternum 
to the middle of the seventh cartilage, and outward 
following the seventh. The seventh cartilage is 
divided at the sternum, fractured 2 in. from its 
sternal end, and removed. The same procedure is 
carried out on the fifth and sixth cartilages. The thin 
layer including the internal intercostal muscles and 
the posterior perichondrium is incised vertically and 
retracted. The exposed internal mammary vessels 
are ligated. The triangularis sterni, the underlying 
fat, and with it the edge of the pleura, are displaced 
outward. The pericardium thus exposed is opened 
between forceps. If possible, the edges of the peri- 
cardium are sutured to the skin or the superficial 
soft parts to diminish the danger of mediastinitis. 
Carrel tubes are then inserted and Dakin’s solution 
is introduced at regular intervals. 

According to the author, suppurative pericarditis 
is not a rare lesion. As a rule the involvement of the 
pericardium is secondary to a general sepsis, but 
of course may follow infection from without through 
a wound or occur primarily. The chief reason why 
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lig. 1. Incision for pericardiotomy. 


the condition is frequently overlooked is that it is 
not borne in mind in the examination and its signs 
are not sought. 

The case reported by the author was that of a 
g-year-old boy who, following an attack of bilateral 
pneumonia, was admitted to the hospital with 
empyema on the right side and suppurative peri- 
carditis. A thoracotomy and pericardiotomy were 
performed as here described. After the second day 
the Carrel-Dakin technique was established for the 
treatment of the pericardium. The patient left 
the hospital in excellent general condition two 
months after the operation. 
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Exposure after removal of fifth, sixth, and 


Fig. 2. 
seventh cartilages. 


An interesting change in the electrocardiograph 
was noted. A month after the operation the “T” 
wave was turned downward in all three leads. 
About a month later, when the wound had closed 
and the patient was up and about, it no longer 
showed the inverted direction. 

R. B. Bettman, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Sheen, A. W.: Recurrent Hernia: The Operations 
for Its Cure. Lancet, 1921, cc, 746. 


As a result of operative experience with many 
recurrent hernie the following conclusions are made 
with regard to this condition: 

1. Inindirect hernia the usual! cause of recurrence 
is non-removal of the deeper part of the sac. 

2. An occasional cause of recurrence is failure to 
find a small sac. 

3. Some recurrences are due to a direct hernia. 

4. Occasionally a primary indirect hernia is 
cured and a direct hernia is overlooked or develops 
subsequently. 

No major operation is more frequently done than 
an operation for the cure of hernia. As every surgeon 


is operating for recurrences, their total number must 
be great. Operation for hernia demands technical 
knowledge and skill and should not be attempted by 
anyone without experience. In every case it must 
be determined whether the hernia is indirect or 
direct. The sac is most conveniently picked up at 
the internal ring. The external oblique aponeurosis 
is incised for 3 or 4 in. from the external ring and 
the flaps are turned back. The internal coverings of 
the cord are opened and the internal oblique is 
divided in the line of the canal for about 1 in. Ifa 
sac is found the outermost part of the neck is 
reached without retraction. The sac is isolated by 
splitting the coverings and dissecting them free. It 
is then opened and, with a finger inside, is pushed 
forward against the peritoneum and transversalis 
fascia on the inner side of the deep epigastric vessels. 



















This demonstrates the size of a direct hernia and the 
width between the conjoined tendon and Poupart’s 
ligament. The external oblique is closed with the 
cord in its natural position. 

The Bassini operation, in which the cord is left 
beneath the skin, is performed in cases of definite 
direct hernia or a large gap between the conjoined 
tendon and Poupart’s ligament. Sometimes it may 
be necessary to put a wire filigree in the transversalis 
fascia. A case history illustrating this type of pro- 
cedure is reported with comments. 

MERLE R. Hoon, M.D. 


Neudoerfer, A.: The Ether Treatment of Per- 
itonitis (Zur Frage der Aetherbehandlung der 
Peritonitis). Zentralbl. f. Chir., 1921, xlviii, 2. 


The author gives a brief report of 22 cases of 
peritonitis treated by instillations of ether. There 
were 17 recoveries and 5 deaths. Of the patients who 
recovered, 9 were in a very desperate condition when 
they came to operation. 

Among those who died 3 had recovered from the 
general peritonitis. One died from a secondary 
abscess, and another from pneumonia, three weeks 
after the first operation. In a third case death was 
due to a severe phlegmon of the floor of the mouth. 

A striking fact was the number of secondary 
abscesses. These developed in 6 cases. The ab- 
dominal cavity was drained in every instance. 
In only 1 case was the ether treatment a complete 
failure. The author believes he is justified by his 
results in recommending the ether treatment. 

Neupert (Z). 


GASTRO-INTESTINAL TRACT 


Vernet, S. G., and Gallart-Monés, F.: A New 
Nerve Connection Between the Digestive and 
Genito-Urinary Organs (Nouvelle communica- 
tion nerveuse entre les organes des appareils diges- 
tif et génito-urinaire). Arch. de mal. de V’appar. 
digest., 1921, xi, 105. 

It has been known for some time that in carnivora 
there is a nerve ganglion in the median line near the 
origin of the inferior mesenteric artery. In compara- 
tive anatomy this ganglion is known as the “‘in- 
ferior mesenteric ganglion.”’ Bellido and Seres called 
it the “vesicorenal ganglion” because of the im- 
portant part it plays in the renovesical reflexes 
which are so important in urinary pathology. This 
term, however, does not cover all its functions. 

Believing that a similar ganglion must be present 
also in man, Vernet and Gallart-Monés sought for 
it in the dissection of cadavers. They found it in a 
human foetus. This dissection showed that there is a 
direct nervous communication between the kidney 
and bladder and between all the organs of the 
genito-urinary tract and the part of the intestine 
supplied by the inferior mesenteric artery. The 
ganglion is fusiform, 5 mm. long and 2 to 3 mm. wide. 
li is situated on the median line at the anterior sur- 
lace of the aorta near the origin of the inferior mesen- 
teric artery, about 5 mm. beneath the renal pedicle, 
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immediately under thé peritoneum, and between 
the peritoneum and the anterior surface of the aorta. 
The nerve filaments from it anastomose above with 
those of the renal plexus and frequently with the 
posterior renal ganglion. Below, they join those of 
the bladder, uterus, and ovaries in the female, and 
those of the prostate, seminal vesicles, and possibly 
the testicles and penis in the male. In the adult 
the: numerous anastomoses of this ganglion with 
neighboring ganglia make its differentiation diffi- 
cult. 

The authors believe the ganglion described is the 
center of vesicorenal, renorenal, urogenital, reno- 
intestinal, and other nerve reflexes. W. A. BRENNAN. 


Savignac, R., and Alivisatos, A.: A Contribution 
to the Study of Gastric Ulcer of the Tabetic 
Type (Contribution a l’étude de l’ulcus gastrique a 
forme tabétique). Arch. de mal. de Pappar. digest., 
1921, Xl, 73- 

Among the atypical forms of gastric ulcer a place 
must be given to ulcer of the tabetic type. This type 
is characterized by crises of generally violent pains 
and irrepressible vomiting, beginning and terminat- 
ing suddenly, which are separated by periods in 
which the patient feels almost entirely well. The 
subjective syndrome may be confused with that of 
true tabetic gastric crises to which it bears a striking 
resemblance. It is differentiated from it by the 
absence of tabetic symptoms and of a syphilitic 
history, and especially by its objective signs of ulcer 
(X-ray findings, occult hemorrhages, the findings of 
a study of the gastric juice) and the influence of 
treatment on the crises themselves and the evolu- 
tion of the condition. 

As a rule the syndrome is due to a chronic ulcer 
of the lesser curvature of the stomach which, be- 
cause of its long duration and its situation, has set up 
lesions resembling those of chronic neuritis. The 
differentiation of the condition from tabetic crises 
is of importance as the treatment of ulcer of the 
tabetic type must be more strenuous and prolonged 
than that of other types of ulcer and surgical opera- 
tion is more often necessary. The author cites a 
number of illustrative cases. W. A. BRENNAN. 


Deaver, J. B., and Pfeiffer, D. B.: Gastro-Enteros- 
tomy in Acute Perforated Ulcer of the Stomach 
and Duodenum. Ann. Surg., 1921, xxiii, 441. 


As in cases of perforated ulcer excision ordinarily 
offers nothing of immediate life-saving value to 
compensate for the added time and trauma of the 
operation, the authors have never advocated it 
even though there are many early cases in which it 
might be performed very safely. Concerning 
simultaneous gastrojejunostomy there is as yet no 
general agreement. 

The statistical study in this paper is based on 55 
cases of perforated ulcers, 4 of which were fatal. 
Only 1 of the patients was a female. Seventeen of 
the ulcers were gastric and 38 were duodenal. Eighty 
per cent developed between the ages of 25 and 45, 
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and 40 per cent in the fourth decade. The ages of 
the patients ranged from 20 to 61 years. 

Perforation was the first symptom noted in about 
20 per cent of the cases. At the moment of its 
occurrence there was excruciating pain. This was 
followed promptly by abdominal rigidity which was 
board-like in character. There was initial vomiting 
in nearly every case. 

The abdominal rigidity was associated with 
tenderness which was most marked over the most 
rigid area. The greatest rigidity was usually in the 
epigastric region, though later the lower abdomen, 
particularly on the right side, become as spastic 
as the upper zone. 

True shock was seldom observed. In many cases 
reaction had occurred when the patient was ex- 
amined and the temperature, pulse, and respiration 
were but little disturbed. The diagnosis therefore 
depended chiefly upon the history and the abdom- 
inal signs. This was the so-called latent period 
noted in cases of perforating ulcers. 

At the time the patients were admitted to the 
hospital the temperature range was from 96 to 
100.4 degrees F. The pulse varied from 64 to 152, 
the average being 92, and the respiration varied 
from 20 to 40, the average being 31. The leucocytes 
varied from 2,900 to 25,750. In the few fatal 
cases the count was below 10,000. It would seem, 
therefore, that a low leucocyte count with a low 
percentage of polynuclears is usually an unfavorable 
sign. The longer operation is deferred the higher 
the mortality. 

There has been much discussion regarding the 
dangers of infecting the lesser peritoneal cavity by 
opening the transverse mesocolon for the perform- 
ance of gastro-enterostomy but no case has been 
reported in which it seemed probable that this oc- 
curred. Moreover, as the authors pointed out years 
ago—a fact since verified by others—much of the 
exudate which is poured out so copiously in these 
cases is in reality sterile or relatively sterile, being a 
response to the chemical irritation of the gastric and 
duodenal contents rather than the result of bacterial 
inflammation. In the cases reviewed 34 cultures of 
the fluid in the peritoneal cavity were made; 23 
were sterile and only 11 positive. 

The authors conclude that it is not wise to insist 
upon making a gastro-enterostomy in the presence of 
shock or evident systemic toxemia. While these 
conditions are not common within the first twelve 
hours after perforation, they do occur in some in- 
stances. In properly selected cases, however, this 
operation does not increase the primary mortality 
and there is good reason to believe that it decreases 
the mortality and promotes convalescence. 

I. W. Baca, M.D. 


Frank, L.: A Brief Review of the End-Resuits in the 
Surgery of Gastric and Duodenal Ulcers. Am. 
Med., 1921. n. Ss. xvi, 184. 

The author reviews the experiences in gastric and 
duodenal surgery of different surgeons, including his 
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own, and calls attention to the difficulty in correlat- 
ing the statistics of different men. In the opinion 
of W. J. Mayo, ulcer of the stomach is more serious 
than ulcer of the duodenum. Fortunately it is less 
frequent. 

Deaver states that, other things being equal, 
excision of the ulcer or resection followed by gastro- 
enterostomy is the procedure of choice when surgical 
treatment has been decided upon for the relief of 
gastric or duodenal ulcer. According to Frank, the 
end-results in cases of gastric and duodenal ulcer are 
not entirely satisfactory. He calls attention to the 
errors of judgment which are not infrequently made 
in the diagnosis. At the Rochester clinic the records 
show that more than 300 gastro-enterostomies have 
been released in cases in which there was no evi- 
dence, either in the history or the condition found at 
the second operation, that an ulcer had ever been 
present. The way to avoid error is to trust to no one 
factor in the examination but to base the diagnosis 
on the history, the findings of the physical, labora- 
tory, and fluoroscopic examinations, and roentgeno- 
grams taken together. 

In advocating cautery excision Balfour gives the 
following conclusions: (1) the ulcer is destroyed and 
with it any early malignancy which may be present, 
(2) there is little sacrifice of sound gastric tissue and 
secondary contraction is therefore minimized, (3) 
hemorrhage early or late is prevented with practical 
certainty, and (4) the procedure is simple, rapid, and 
safe. 

The frequency of malignant degeneration is much 
disputed. The important point to remember is that 
in actual practice it is much safer to regard every 
one of these lesions as potentially malignant. The 
method of treatment should then be obvious, and 
whatever else it may do it will effect a thorough 
removal of the lesion. So many seemingly benign 
lesions of the stomach ultimately prove to be malig- 
nant that the advisability of any form of medical 
treatment in such cases seems to be increasingly 
questionable. 

The conclusions drawn by the author are sum- 
marized as follows: 

1. Gastric and duodenal ulcers are distinctly 
amenable to surgical treatment and are best hand!ed 
surgically. 

2. In from 75 per cent to 85 per cent the results 
of surgical treatment are very satisfactory to the 
patient. 

3. Many of the failures to relieve completely are 
due to delay in surgical intervention. 

4.. Failures are due also to incorrect diagnosis 
and the performance of gastro-enterostomy when 
no ulcer is present, the cause of the digestive dis- 
turbances being other than ulcer. 

5. Inthe presence of ulcer, failure to cure may be 
due to imperfect technique or an_ incorrect 
type of operation whereby the way is left open to 
postoperative complications or sequele2 such as 
jejunal ulcer and carcinomatous engraftment upon 
the ulcer. FREDERICK CHRISTOPHER. M.D. 
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Davis, B. B.: The Comparative Results of Pyloro- 
plasty and of Gastro-Enterostomy in Stomach 
Surgery. Ann. Surg., 1921, Ixxiii, 450. 

From 15 to 40 per cent of the operations now done 
for gastric ulcer are failures. At least they do not 
restore the patient to sound health. Moynihan 
claims that many of the poor results following 
gastro-enterostomy have been due to the perform- 
ance of the operation in the absence of any organic 
lesions justifying it; the presence of chronic extra- 
gastric lesions which have been overlooked; incom- 
pleteness of operation, the ulcer not’ having been 
dealt with; and defects in the technique. 

The symptoms complained of by patients who 
have not been cured are pain, vomiting, hemor- 
rhage, and diarrhoea. The author states that these 
symptoms are frequently due to altered physiology, 
the stomach emptying at a point more or less remote 
from the general direction of the peristaltic wave and 
the gastric contents entering the intestine at a point 
not physiologically adapted to the function thus 
forced upon it. 

Pain may be due to forcible peristalsis against a 
closed pylorus, recurrent or unhealed ulcers, or 
jejunal ulcer. Colic and intestinal soreness are a 
frequent result of the rapid entrance of coarse 
unchymified food into the jejunum as this material 
is usually highly acid, not having been neutralized 
by the alkaline bile and pancreatic juice. 

The causes of hemorrhage are usually the same, 
regardless of the type of operation, but one very 
frequent cause, jejunal ulcer, is a direct result of 
gastro-enterostomy. 

Vomiting may be caused by obstruction due to a 
kink of the efferent loop of the jejunum. In such 
cases bile and pancreatic juice enter the stomach 
through the artificial stoma. Reflex vomiting occurs 
as the result of a severe colic produced by the rapid 
filling of the small intestine when the stomach 
empties too rapidly. 

Diarrhoea, which frequently follows  gastro- 
enterostomy is probably due as a rule to too rapid 
emptying of the stomach. The food which enters 
the jejunum is not well mixed with the gastric juice, 
and little, if at all, with the bile and the pancreatic 
juice. Under such circumstances normal digestion 
is impossible, the food acting merely as a foreign 
body and an irritant to the intestinal mucosa. 

On the basis of the physiological facts it would 
appear that the rational manner of dealing with the 
problem would be excision or cauterization of the 
ulcer and the enlargement of the natural outlet to 
secure free emptying of the stomach. 

The operation of pyloroplasty as done by Finney 
seems to meet all the requirements. The size of the 
opening may be as small or large as seems essential 
to meet the needs of the case. It is necessary only to 
make an opening large enough to function easily 
after the narrowing which comes with the decrease 
in size of a dilated stomach. 

In some cases the conditions are unfavorable for 
pyloroplasty. Such are those in which there are 





dense massive adhesions about the pylorus and 
duodenum which would render this operation 
difficult and dangerous and postoperative obstruc- 
tion probable; also those in which the region of the 
pylorus is greatly thickened and infiltrated. 

The main objections to gastro-enterostomy are 
summarized as follows: 

1. Peristalsis carries the chyme past the gastro- 
enterostomy opening forcibly against the pylorus 
and whatever passes through the artificial stoma 
leaks through following the law of least resistance. 

2. Much of the material which reaches the 
jejunum is unprepared; its chymification is incom- 
plete as it is not yet thoroughly mixed with the 
gastric juice, the bile, and the pancreatic juice. ; 

3. Because of these facts, digestion is imperfect 
and incomplete, the intestinal mucosa is irritated 
and often greatly inflamed, an abnormal amount of 
gas is present, and the patient suffers from colic, 
diarrhoea, and lowered nutrition. 

4. Jejunal ulcer, a much worse lesion than the 
original condition for which the operation was done, 
is often a direct result of this unphysiological pro- 
cedure. 

5. The amount of secretin produced in the 
jejunum is less than normal, and probably also 
the amount of pancreatic secretion, when all of the 
stomach contents enter directly into the jejunum. 

6. A large meal completely filling the stomach 
will so stretch the stomach side of the gastro- 
enterostomy stoma that the distal side of the jeju- 
num may shut down against the opening likea lid and 
prevent the stomach contents from entering the 
jejunum. 

Pyloroplasty does not have these objections and 
permits the digestion to go on normally. The 
opening is in the regular path of the peristaltic wave. 
Even when the sphincteric action of the pylorus 
is destroyed, the rhythmic segmentation of the 
powerful duodenum will prevent the stomach from 
emptying too rapidly. 

It is the author’s opinion that active ulcers are 
better dealt with by excision or, better still, by 
cauterization as worked out by Balfour. In operat- 
ing on ulcers it is of importance to remove the focus 
of infection from which they had their origin. The 
gall-bladder and appendix are always to be regarded 
with suspicion and no operation is complete until 
these organs have been inspected carefully and 
removed if they are not normal. 

I. W. Bacu, M.D. 


Frankenthal, L.: Disinfection of the Mucous 
Membrane with Iodine by Payr’s Method in 
Operations on the Stomach and Intestine 
(Die Bedeutung der Schleimhaut-Jodierung nach 
Payr bei Magen- und Darmoperationen). Beitr. z. 
klin. Chir., 1920, cxx, 614. 


In intestinal operations there is always the danger 
of fatal peritonitis due to infection of the wound 
when the intestine is opened. In 1909 Payr in- 
troduced the method of painting the mucous mem- 





i 
f 


TAS oT 














108 INTERNATIONAL ABSTRACT OF SURGERY 





brane of the intestine with a 5 per cent solution of 
iodine. Objections have been raised to this method 
as Fieber observed necrosis following its use. 

In bacteriological examinations made after the 
application of the iodine Fritzsche found a marked 
decrease in the bacteria, even to complete sterility. 
Frankenthal made similar experiments. He thor- 
oughly sponged the mucous membrane of the opened 
stomach or intestine, then rubbed it with a sponge 
dampened with iodine, and after five or ten minutes 
transferred material from it to different kinds of 
nutritive media. Forty-two cases were examined in 
this way. In 67 per cent the iodine had produced 
sterility, and in 33 per cent the number of bacteria 
was decreased. The results are tabulated. 

By different methods, such as care of the mouth, 
withholding food, and irrigating the stomach, the 
pathogenic bacteria in the upper part of the in- 
testine may be decreased, but in the lower parts 
of the colon, where the bacterial flora is most abun- 
dant, nothing can be done. It is here that the use of 
5 per cent iodine solution for disinfection is of the 
greatest value. The solution should not be allowed 
to touch the serosa, however, as it tends to cause 
adhesions. Intoxication from the iodine has never 
been observed. BRUENING (Z). 


Perez, G.: Primary Sarcoma of the Small Intes- 
tine; Considerations Regarding Neoplastic 
Metastases (Sarcoma primitivo dell’intestino 
tennue; alcune considerazioni sulle metastasi 
neoplastiche). Arch. ital. di chir., 1921, ili, 181. 


The patient was a man 37 years of age who had 
suffered from gastritis for ten years. About three 
years before he was examined by the author pain 
began in the lumbar region and there was some 
digestive disturbance. A month previously a 
tumor was felt in the lower left quadrant of the 
abdomen. Since then this growth had increased in 
size very rapidly and at the time of examination 
was as large as two fists. On its surface a number of 
small, roundish excrescences were palpable. The 
diagnosis made was sarcoma of the mesentery or the 
small intestine without clinically appreciable metas- 
tases at a distance. Operation revealed a tumor in 
the small intestine with voluminous metastases in 
the mesentery. Histological examination showed 
the growth to be a round-celled sarcoma. 

Perez states that the great richness of the lym- 
phatic network along the edge of the intestine and 
mesentery explains why a malignant growth of the 
intestine invades the lymphatic system from the 
very beginning and why sarcoma of the intestine, 
unlike sarcoma of other tissues, involves the lym- 
phatics before it contaminates the blood stream. 

In the case reported, metastases were confined 
strictly to the nearest lymphatic glands of the mesen- 
tery; no other foci could be found. The operation 
was a mesenteric resection and removal of the 
sarcomatous tract of the intestine. It was done in 
1913. As the patient’s health has been excellent 
ever since, Perez believes that if small and undis- 












covered metastatic foci had been present in the deep 
mesentery or some other region the removal of the 
primary focus caused their regression. Several 
cases of this kind have been reported in the litera- 
ture. 

The case is of interest because it shows that even 
when a sarcomatous tumor has formed large mesen- 
teric metastases permanent recovery is possible. 
Early diagnosis and thorough mesenteric resection, 
however, are essential for this result. 

W. A. BRENNAN. 


Cohen, M.: Postoperative Recurrence of Intussus- 
ception. Am. J. Dis. Child., 1921, xxi, 410. 


This article contains a report of cases of post- 
operative recurrence of intussusception and a 
review of the literature. The author believes the 
condition occurs infrequently. In a series of 41 
cases a postoperative recurrence developed in 4 
after an interval of ten months, thirty hours, four 
months, and fourteen months respectively. Four- 
teen of these 41 patients died. One left the hospital, 
the parents having refused to allow the child to 
remain for operation. Twenty-six patients were 
discharged as cured. The conclusions arrived at 
are: 

1. Repeated attacks of intussusception in per- 
sons previously operated on for the same condition, 
although very unusual, are not as infrequent as 
might be believed. 

2. When an acute abdominal condition develops 
in a child who has been previously operated on for 
intussusception the possibility of recurrence must 
be considered. 

3. The fact that most of these cases of intussus- 
ception are of the ileocecal type suggests very 
strongly that an anatomical factor is a predisposing 
cause and that some operative procedure should be 
devised to prevent recurrence. 

A. R. HoLttenper, M.D. 


Ruben, M.: A Case of Subserous Lipoma of the 
Colon Transversum Incarcerated in the Sac 
of an Umbilical Hernia. Acta chirurg. Scand., 
1921, liii, 339. 

The author has been able to collect 13 cases of 
subserous lipoma of the colon and to these he adds 
2 cases of his own. He discusses the frequency of 
these growths, the ages at which they have been 
found, and their localization, size, and clinical com- 
plications. The 15 cases are summarized in a chart 
which gives the name of the author reporting the 
case, the year it was reported, the patient’s sex an« 
age, the localization, number, size, and shape of th 
growths, the duration’ of the symptoms, the course 
and complications of the condition, and the treat- 
ment and results. In Ruben’s opinion his statistics 
show that the subserous lipomata, which on the 
whole are less common than the submucous lipo- 
mata, may give rise to fatal complications and 
therefore demand surgical intervention. 

E. C. RositsHex, M.D. 
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Einhorn, M.: A New Intestinal Tube, with Re- 
marks on Its Use in a Case of Ulcerative Colitis. 
Am. J. M. Sc., 1921, clxi, 546. 


The tube described consists of an ordinary 
duodenal tube the distal end of which is provided 
with a metal fitting and a female thread. Several 
tubes of the same caliber as the duodenal tube and 
1 meter long are provided with tiny metal fittings at 
both ends, on one side having a female thread and 
the other a male thread. The distal end of the new 
tube is formed by a piece of rubber tubing, 20 to 25 
cm. long and about 20 F. caliber, and containing on 
its proximal side a metal fitting with a male thread 
and on its distal side a stopcock. 

A jointed tube is formed thereby which may be 
placed at will. This jointed tube permits aspiration 
at 1 and sometimes 2 meter lengths, thus making it 
possible for the clinician to ascertain the position 
of the capsule in the duodenum and facilitating its 
introduction. Each subsequent length of tubing is 
added when its predecessor has entered the digestive 
tract. 

In order to prevent the curling up of the tube with- 
in the stomach too much tubing should not be 
allowed to enter the stomach while the patient is 
eating, and the position of the tube should be 
ascertained before another length is added. The 
latter may be done by pulling the tube a short 
distance from the mouth and noting if there is any 
resistance. At this point a roentgen-ray examination 
is advantageous as it shows the course of the tube 
more exactly. The use of the X-ray is necessary 
also to show whether the cecum has been reached 
in cases in which it is desired to apply treatment to 
the colon. 

By means of the jointed intestinal tube a prob- 
able case of ulcerative colitis has been successfully 
treated by lavage of the colon from above. This 
case is reported in detail. I. W. Bacu, M.D. 


Stretton, J. L.: Carcinoma of the Large Intestine. 
Brit. M. J., 1921, i, 555. 


The author reports five cases of carcinoma of the 
large intestine operated on within a period of 
eighteen days. In three, the cecum was involved; 
in one, the hepatic flexure; and in one, the pelvic colon. 
Two were not diagnosed previous to operation. 

Early exploration should be done without loss of 
time in multitudinous examinations, medical treat- 
ment, etc. Whenever possible, the tumor should be 
completely resected with at least 4 in. of bowel on 
either side. An end-to-end anastomosis should then 
be done with linen thread. If it is impossible to 
resect, a short-circuiting operation may be performed 
instead of colostomy. 

In conclusion the author makes the following 
Statement: “If abdominal pain with irregularity of 
the bowels which is persistent for more than twelve 
months were looked on as sufficient to justify an 
exploratory operation, many of these conditions 
would be disclosed before it is too late to eradicate 
them.” R. Nicuots, M.D. 
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Mayer and Uhimann.: Sensitiveness to Percus- 
sion and Hyperesthesia of the Skin in the Dif- 
ferential Diagnosis Between Appendicitis and 
Diseases of the Adnexa (Ueber Klopfempfind- 
lichkeit und Hauthyperaesthesie zur Differential- 
diagnose von Appendicitis und Adnexerkrankun- 
gen). Med. Klin., 1921, xvii, 196. 


In all cases of ulcerous or inflammatory processes 
of the abdominal cavity tests should be made to de- 
termine sensitiveness to percussion and hyperes- 
thesia of the skin. A clear distinction should be 
made between the linear hyperesthesia of the skin 
on the back along a line corresponding to the inter- 
costal spaces, which is most marked between the 
long muscles of the back and the scapular line, 
and the superficial abdominal hyperesthesia of the 
skin which is of significance in the differential diag- 
nosis between appendicitis and diseases of the ad- 
nexa. 

In appendicitis the zone of pain which can be 
demonstrated by sensitiveness to percussion and 
hyperesthesia of the skin is located typically at 
McBurney’s point. Its size varies, being dependent 
on the degree of the inflammation. In appendicitis 
McBurney’s point lies in the middle of the painful 
zone, and it is characteristic of the condition that 
the boundaries of the zone are a few finger-breadths 
from the midline and the groin. In adnexal disease 
the painful zone reaches to the midline and the groin. 
In appendicitis the zone is more nearly round, while 
in adnexal disease it is often a transverse oval and 
runs upward in a more nearly straight line. In acute 
disease of the adnexa it is almost always bilateral, 
although it may differ in intensity on the two sides. 
Therefore in cases of abdominal pain on the right 
side it is important to know whether an irritable 
state can be demonstrated on the left side also. 
Mild degrees of such a condition can be demonstrat- 
ed more surely by percussion of the skin than by any 
other method. 

The dorsolinear hyperesthesia of the skin is often 
completely lacking in appendicitis, but is only rarely 
absent in acute disease of the adnexa. In adnexal 
disease there are also bilateral hypersensitive zones 
of skin running straight or obliquely downward 
from the tenth to the twelfth dorsal segments, i.e., 
from the level of the first lumbar vertebra to the 
first third of the sacrum. Tromp (Z). 


Retrocolic Appendicectomy (L’ap- 


Descomps, P.: 
Rev. de chir., Par., 


pendicectomie rétrocolique). 
1921, xl, 20. 

In about one case out of every five the appendix 
is in a posterior, retrocolic position. This situation 
renders appendicectomy difficult. 

The author gives a number of illustrations which 
show the disposition of the vascular supply of the 
ileocecal-appendicular region. This arterial net- 
work furnishes the key to the problem brought up 
by the retrocolic position of the appendix. It shows 
that easy access to the appendix and perfect hemo- 
stasis may be secured. 





IIo 


Descomps describes especially the position of the 
appendicular artery and shows that the appendix 
can be reached by passing below and outside and 
turning back the cecocolic mass and its vascular 
network toward the median line. The incision is 
generally between 4 and 6 cm. in length and per- 
pendicular to the umbilico-iliac line at the juncture 
of its middle and external thirds. The ascending 
colon is exposed from within outward to gain access 
to its posterior surface. The peritoneum is incised 
along the colon to the iliac fossa, and the colon with 
the terminal ileum and cecum and the regional 
vascular network is turned back toward the median 
line. The appendix is then easily accessible as it is 
adherent to the posterior surface of the reversed 
colon and its vessels. Its base having been sectioned 
between forceps, it is progressively freed, beginning 
at the apex, and removed. Hemostasis is effected by 
stages, the vascular pedicles being tied and cut 
successively. The bleeding retrocolic surface is 
covered by turning back the colon to its original 
position. If necessary, colopexy may be done in 
addition. W. A. BRENNAN. 


Duval, P., and Grégoire, R.: The Technique of 
Fixation of the Ascending Colon; Quadri- 
lateral Colopexy (Technique de la fixation du 
colon droit; colopexie en équerre). Presse méd., 
Par., 1921, xxix, 233. 

Defective attachment of the right colon some- 
times causes sufficiently serious trouble to neces- 
sitate operation. The authors describe the tech- 
nique of what they consider the best method of 
fixation as follows: 

The abdomen is opened by a vertical incision a 
finger’s breadth outside the external border of the 
right rectus muscle, beginning just beneath the 
border of the rib and running downward 8 to to 
cm. Because of their fan-shaped irradiation, the 
intercostal nerves which supply the anterolateral 
muscles of the abdominal wall will be involved 
little or not at all. The ninth intercostal nerve may 
be cut as injury of one intercostal nerve does not 
interfere with the contractility of the muscles of the 
wall. When the ascending colon has been freed from 
its anatomical attachments and adhesions, a suture 
is passed through the anterior longitudinal band at 
the point where it joins the transverse colon. The 
colon is then drawn toward the median line so as to 
expose its posterior surface and the abnormal 
mesocolon. 

The right iliac fossa is now empty and the pos- 
terior parietal peritoneum exposed to view. A 
triangular incision is then made in the posterior 
peritoneum. The external side of the incision is 
vertical and the upper side horizontal. The internal 
side corresponds to the root of the abnormal meso- 
colon. The ascending colon and its mesocolon lie 
on a surface denuded of peritoneum with which 
adhesions may form and to which it is fixed also by 
sutures. Two, three, or four sutures are passed 
through the posterior longitudinal band of the colon 
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and the psoas and quadratus lumborum. When 
present, the tendon of the psoas minor gives a very 
solid point of attachment. A number of sutures or 
a continuous catgut suture is passed through the 
vertical line of the resection of the posterior parietal 
peritoneum and the visceral layer of the external 
edge of the ascending colon. The ascending colon 
is then firmly fixed so that it cannot descend. 

The transverse colon is fastened in a horizontal 
direction at right angles to the ascending colon. 
It cannot be sutured on the posterior side, however, 
because of the presence of the kidney, the vena cava, 
and the duodenum. Therefore the peritoneum on 
the posterior surface of the rectus muscle is incised 
and the posterior surface of the muscle exposed. 
As the peritoneum is closely adherent to the sheath of 
the muscle, the latter also is usually incised so that 
the colon may be attached directly to the muscle 
itself, 

The wall of the abdomen is then pulled forward 
and two or three sutures are passed with a curved 
needle from the inner end of the horizontal suture 
in the peritoneum which runs from the linea alba 
to the free edge of the laparotomy wound through 
the anterior longitudinal band of the transverse 
colon. These sutures are tied and the abdominal 
wall is closed in the usual way. 

As the ascending and transverse colons are now 
firmly fixed at right angles to each other there is no 
possibility of further adhesions between them. 

A. G. Morean, M.D. 


Sutton, G. D.: Vesicosigmoidal Fistulz. Swrz., 
Gynec. & Obst., 1921, xxxii, 318. 

In to per cent of 1,000 proctoscopic examinations 
made by Sutton at the Mayo Clinic a terminal 
sigmoid constriction was found; that is, there was 
an anatomical obstruction to the passage of the 
proctoscope. In some cases this may bave been due 
to the influence of a short mesentery of the sigmoid 
and the shape of the sacrum. Such a construction 
is a probable cause of diseases of the rectum such as 
acquired diverticula, diverticulitis, localized acute 
infections, and malignancy. 

In all, 256 cases of vesicosigmoidal fistule have 
been reported in the literature; 75 per cent of the 
patients were females and 25 per cent males. From 
16 to 33 per cent of enterovesical fistulae are vesico- 
sigmoidal in type. 

Diverticulitis or peridiverticulitis may be a direct 
or indirect factor in the production of vesicosigmoi- 
dal fistula. Others of importance are age, cachexia, 
obesity, prolonged retention of feces, flatulence, 
variation in the size of vessels, muscular deficiency, 
and congenital predisposition. As pathologic proc- 
esses resulting from infection through intestinal 
diverticula McGrath, in 1912, mentioned acute or 
gangrenous inflammation of diverticula of the 
sigmoid with perforation and general peritonitis, 
localized abscess formation, submucous fistulz, and 
fistule involving surrounding viscera, most fre- 
quently the bladder. 
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Of 59 cases of vesico-enteric fistule operated on 
at the Mayo Clinic between January 1, 1907, and 
January 1, 1920, 34 were of the vesicosigmoidal 
type. In this series of cases the etiological infection 
was in organs adjacent to the bladder, such as the 
appendix, sigmoid, rectum, and fallopian tubes. 
Infection of the fallopian tubes was the most fre- 
quent cause, being responsible in 36.23 per cent of 
the cases. Diverticulitis was the cause in 17 per 
cent. Fistule due to a primary carcinoma of the 
sigmoid are easily distinguished from those due to 
other causes or to malignancy superimposed on an 
old diverticulitis with recurrent signs and symptoms. 

Cystoscopic examination of 26 of the 34 patients 
showed a fistulous opening in the posterior wall and 
dome of the bladder. In the presence of 
granulations or marked inflammation, the opening 
may be differentiated from the ureteral meatus by 
the passage of a catheter and by X-ray plates. The 
inflammatory changes are due largely to: (1) the 
size of the fistulous opening, (2) the amount and 
character of the bowel contents and foreign matetial 
passed into the bladder, (3) urethral obstruction and 
residual urine from stricture or hypertrophy of the 
prostate, and (4) infective organisms. 

Care must be taken during the cystoscopic ex- 
amination not to pass the catheter through the 
inflammatory tissue into the peritoneal cavity. 

Vesicosigmoidal fistula may be demonstrated by 
the cystogram and the use of sodium bromide; 
methylene blue injected into the rectum will pass 
into the bladder and vice versa. Proctoscopic ex- 
amination also may show the condition, though 
usually with difficulty. Bladder stones may form 
in the foreign material as a nucleus and add to the 
discomfort. 

The diagnostic features of vesico-enteric fistula 
are bladder irritability, frequency, and dysuria, the 
passage of gas, and faces and foreign substances in 
the urine. The prognosis as to life depends on factors 
of malignancy, peritonitis, metastatic foci of infec- 
tion, and embolism. The prognosis as to cure 
depends on the nature, location, and extent of the 
infective process and the response to proper medical 
and surgical treatment. 

The etiological factors, cystoscopic findings, and 
postoperative results in the cases reviewed are 
tabulated. Twenty-three of the 34 patients were 
cured by operation, 6 were benefited, and 6 had 
recurrences. ‘One of those with recurrence was 
cured by a second operation. There were 4 post- 
operative deaths. 

After free drainage has been established proper 
radical dissection and removal of all diseased tissue 
are done. All of the patients with vesicosigmoidal 
fistule of tuberculous origin were cured, although 
one had a mildly persistent abdominal and vaginal 
suppurating sinus. The difficulty in the technique 
of the operation is the establishment of free drainage 
and the prevention of the formation of pus pockets 
in the operative field which is always infected. 

MERLE R. Hoon, M.D. 
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Bensaude, R., and Cain, A.: The Indications, 
Technique, and Interpretation of Biopsy in 
Rectal Tumors (Les indications, la technique et 
l’interprétation de la biopsie dans les tumeurs du 
rectum). J. de chir., 1921, xvii, 211. 


Rectal biopsy is a useful complement to clinical 
and rectoscopic methods of exploration; it is often 
the only means of making an accurate and rapid 
diagnosis. It is especially indicated in the diagnosis 
of tumors. 

The only contra-indications to rectal biopsy are 
technical. It is not always possible, and it is some- 
times dangerous, to remove a piece of the rectal 
wall. As this wall is thin, a biopsy should be done 
only when the tumor protrudes into the rectal 
Jumen; otherwise the superficial planes may be 
passed, the vascular plane invaded, and ulceration 
or infection established. Biopsy should be restrict- 
ed, therefore, to rectal vegetations or to the border 
of such ulcerations. It is contra-indicated when the 
area is hyperemic as severe hemorrhage may result. 
Infection of the rectum is also a contra-indication. 

The biopsy should be preceded by a rectoscopic 
examination to select the site. Suppurating necrosed 
zones should be avoided. No special preparation 
of the patient is necessary. The biopsy is not pain- 
ful. The removal is made with the Bruening cutting 
forceps introduced into the rectoscope and manip- 
ulated under full control of the eye. 

The authors describe the microscopic characteris- 
tics of the principal cancerous and other neoplasms 
found in the rectum. 

The development of radium therapy permits the 
supposition that a biopsy will be found useful in the 
intervals of radium treatment to judge of the effect 
of the radium and the results obtained. 

W. A. BRENNAN. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Reid, M. T.: Drainage of the Common Bile Duct 
through the Cystic Duct: Cysticocholedo- 
chostomy. Ann. Surg., 1921, xxiii, 458. 


By the method which the author calls ‘“cystico- 
cholodochostomy” the common duct is drained 
through the cystic duct in cases in which it has been 
necessary to incise the common duct for the removal 
of stones. The advantages fof this procedure are 
summarized as follows: 

1. The incision in the common bile duct may be 
closed completely and allowed to heal by first 
intention. 

2. The abdominal wound and drainage tract are 
more apt to heal quickly when there is no leakage of 
the bile which usually is infected. 

3. The period of bile drainage may be shortened 
by weeks. As a rule the tube may be removed as 
soon as clamping it does not cause abdominal dis- 
tress or vomiting. 

4. In half of the cases there is no leakage of bile 
following the removal of the tube and in no case is 
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there any considerable leakage for more than two 
days. 

5. When there is a serious infection of the bile 
ducts they may be irrigated through the tube with 
a mild antiseptic solution. 

6. This technique may afford a means of relieving 

the bile pressure in the biliary tract. 
m In the excision of the gall-bladder the cystic duct 
is divided about 2 cm. from the common duct. If 
very small, the cystic stump can then be stretched 
by a suitable clamp. A drainage tube of proper 
size — usually a No. 19 French catheter — is 
passed through the cystic into the common duct 
before the incision in the latter is closed and is 
maintained in place by one stitch of No. oo catgut 
passed through its side and the wall of the cystic 
duct. The incision in the common duct is closed by 
one row, or preferably two rows, of interrupted fine 
siik (No. 0) sutures. For the inner row the finest 
catgut may be used. The suture line is covered with 
fat or other tissue, and three or four slender cigarette 
drains or very thin Halsted drains made by rolling 
gauze around gutta percha tissue are placed about 
the rubber catheter. 

Some of the drains are removed on the second or 
third day after the closure of the abdomen, and the 
remainder on the third, fourth, or fifth day. The 
catheter is not removed until the wound in the 
common duct has healed. It is very important to 
have the catheter fit snugly into the stump of the 
cystic duct in order that leakage of bile may be 
prevented. From time to time the catheter may be 
clamped off postoperatively to determine whether 
the bile is able to pass through the common duct 
easily. This should not be tried before the fifth day; 
in badly infected cases it should be delayed until later 
than that in order to give the common duct sufficient 
time to heal. When no distress ensues the tube may 
be removed. 

The author reports four cases in which this opera- 
tion was performed. Marcus Hosart, M.D. 


Navarro, A.: Pancreatic Lithiasis (Lithiasis pan- 
créatica). An. Fac. de med. de Univ. de Monte- 
video, 1921, Vv, 627. 

Navarro’s patient was a woman 32 years of age. 
Most of the symptoms seemed to indicate that the 
condition was biliary lithiasis, but complaint was 
made of a dull transverse pain a little above the 
umbilicus which extended from right to left, was in- 
creased by the ingestion of food, did not show parox- 
ysmal crises, and certainly was not hepatic in type. 
The patient became rapidly emaciated. When the 
zone of the pancreas was slightly compressed 
there was diminution in the number of the pulsa- 
tions and the amplitude of the pulse. 

At operation the gall-bladder was found to be 
distended and full of calculi. A calculus was ex- 
tracted from the common duct. Three calculi were 
extracted from the head of the pancreas. Two of 
the latter were near the lower edge, and the third, 
much larger and different in type, was ina distended 
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canaliculum. The two smaller stones were typical 
pancreatic calculi. The third had a cortex similar 
to that of a biliary calculus and the author believes 
its nucleus was borne into the canaliculum of the 
pancreas by the reflux of bile. 

The calculi were easily extracted from the pan- 
creas, ‘the gall-bladder was extirpated, and the 
patient made a good recovery. 

The author discusses at length the symptoms of 
pancreatic lithiasis; also the relationship of this 
condition to pancreatic diabetes and pancreatic 
tumors. W. A. BRENNAN. 


Mayo, W. J.: The Relation of Chronic Fibrosis and 
Thrombophlebitis of the Spleen to Conditions 
of the Blood and of the Liver. Arch. Surg., 1921, 
ii, 185. 

The spleen has few functions that can be deter- 
mined accurately and it is very evident that other 
hemolymph organs with which it is associated can 
readily assume its work. Its relation to disease in 
general is uncertain since necropsy findings in the 
spleen are seldom characteristic of the disease which 
produces death. The spleen in the young shows 
great cell activity. This decreases with age until 
its senility is established about middle age. Splenic 
disorders as a rule become manifest soon after the 
age of puberty. 

The spleen receives more blood than is necessary 
for its own nutrition and its function is related to the 
constituents of the blood stream. Its supply of 
blood comes from the largest branch of the cceliac 
axis. The spleen and the liver are closely associated 
and their combined action may well be compared 
to that of the kidneys; the spleen acts as the mal- 
pighian bodies of the kidneys, and the liver, as the 
tubules; the spleen initiates certain processes which 
it cannot finish. The blood from the spleen is 
carried by the portal circulation, with blood from 
the mesenteric vessels, to the liver where it is acted 
on by the hepatic cells before it is passed into the 
general circulation. The spleen is the one organ of 
the body in which normally the blood comes directly 
in contact with its constituent cells; these pulp cells 
are essential to its function. The functions of the 
spleen concern the filtering of microorganisms and 
toxic substances from the blood and the destruction 
of deteriorated red cells. 

Splenomegaly occurring in chronicsepsis, typhoid, 
tuberculosis, malaria, syphilis, and kala-azar is 
apparently a result of the body’s inability to send to 
the liver for destruction the microorganisms which 
the spleen has caught and is unable to destroy. 
Even if the microorganisms eventually die, the 
changes in the spleen are permanent and the organ 
may continue unnecessarily to destroy the red 
blood corpuscles and cause a grave secondary 
anemia, a true splenic anemia. The effect on the 
spleen of the different organisms and toxic substances 
which the spleen removes from the blood is the pro- 
duction of a definite basic pathologic picture, name!) 
fibrosis and thrombophlebitis, in addition to th: 
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specific changes due to the peculiar microorganism 
which is responsible. The chronic anemia results 
from the red-cell destruction caused by the splenic 
fibrosis and thrombophlebitis without regard to the 
cause of the pathologic condition in the liver, and 
the terminal portal cirrhosis of the liver might be 
described as a tertiary lesion resulting from the 
splenic anemia. 

The liver is the great agent of detoxication in the 
body. Chronic failure to destroy microorganisms 
or toxic material, however, may end in portal cir- 
rhosis. Portal cirrhosis of the liver as a terminal 
stage of splenic anemia does not differ in any 
important respect from portal cirrhosis of the liver 
due to known toxic agents from the alimentary 
tract such as pepper or alcohol. It may therefore 
be assumed with reason that unknown toxic pro- 
ducts filtered out of the general circulation by the 
spleen produce the splenomegaly of splenic anemia, 
and that the liver, becoming finally unable further 
to detoxicate the poison carried to it from the 
spleen, develops cirrhosis. This would explain why 
removal of the spleen in some cases of splenomegaly 
of unknown cause results in the betterment of the 
hepatic function by diverting the unknown toxin 
from the liver. It seems probable, however, that 
the true explanation is that the chronic fibrosis and 
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vascular changes in the spleen produce the agent 
which acts detrimentally on the liver cells without 
regard to the causes of the condition in the spleen 
and splenectomy acts to relieve the liver of a large 
amount of blood which is normally carried to it by 
the splenic vein and by so doing reduces the work 
of the liver which in its cirrhotic condition it is 
unable to handle. 

Experimental findings in the marrow correspond 
to the blood picture after splenectomy. It seems 
definitely established that the spleen does not de- 
stroy red corpuscles indiscriminately; it acts in this 
manner only on those which are in some way 
prepared for destruction outside the spleen. 

“With our present knowledge, therefore, satis- 
factory classifications of the diseases of the spleen 
which are concerned in the liver cirrhoses and in 
the anemias is not possible. . .. Much of what 
little knowledge I possess of the subject has come 
from routine examination of the spleen during 
abdominal operations. . . . The mass of material 
observed leaves the impression that generalized 
splenic fibrosis and thrombophlebitis are the result 
of many causes, and the pathologic changes in the 
spleen, the liver, and the blood are regularly 
developed without regard to the primary etiological 
factors.” W. C. Cuaney, M. D. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bauer, K.H.: The Identity of So-Called Idiopathic 
Osteopsathyrosis and Osteogenesis Imperfecta; 
Constitutional Pathology of Surgical Dis- 
eases (Ueber Identitaet und Wesen der sogenannten 
Osteopsathyrosis idiopathica und Osteogenesis im- 
perfecta; zugleich ein Beitrag zur Konstitutions- 
pathologie chirurgischer Krankheiten). Deutsche 
Ztschr. f. Chir., 1920, clx, 289. 


The author reports the case of a boy of 11 who 
had had twenty-two clinical bone fractures be- 
tween the ages of 114 and 4 years, and in all had 
had at least fifty fractures. The fractures occurred 
on the slightest provocation, such as turning 
around or sitting up in bed, and always healed 
quickly. As a result there was marked deformity 
of the thigh and upper arm, while the leg and fore- 
arm were very long and slender and the child was 
unable to walk. The skin was tender and the sclera 
were bluish. Marked hyperplasia of the lymphatic 
pharyngeal ring was noted. There was a relative 
lymphocytosis of 41 per cent. 

The roentgen examination duvet increased 
transparency of the bones. This was due, not to lack 
of calcium, but to loose structure of the bones and 
decreased size of the trabeculez. The bone cortex was 
very thin, and in some places the normal archi- 
tecture of the bone had totally disappeared. 

Histological examination showed a crumbling 
reticular ground substance with no true cortex. 





This peculiar picture has been variously inter- 
preted. It is attributed by Lobstein to an increase 
of the marrow cavity at the expense of the compact 
tissue, while Gurlt believes it is the result of bone 
atrophy extending outward from the center. In 
Schuchhardt’s opinion it is a dysplasia of the 
periosteum. According to Anschuetz, it is due to an 
intense absorption on the periosteal side of the bone. 
Looser identified the disease in 1905 with osteogene- 
sis imperfecta. A typical case of osteogenesis 
imperfecta examined by the author in the Aschoff 
Institute was that of a seven months foetus with 
extremely short and deformed limbs and a great deal 
of hair. The roentgen picture showed over one 
hundred fractures, normal epiphyseal lines, no 
clearly defined bone structure, and no compact bone 
tissue. Autopsy showed a congenital goiter, numer- 
ous lymph nodes in the mesentery and pharynx, and 
large tonsils. Histological examination showed 
lymph follicles of the spleen and eosinophilia of the 
lymph nodes of the thymus, the spleen, and the 
hypophysis. In the small arteries there was marked 
hyperplasia of the internal coat, and in the vessels 
of the thyroid arteriosclerosis was found. The 
bones showed no lamellar structure, no system of 
trabecule, and no cortex. 

It is generally believed that in osteogenesis 
imperfecta the osteoblasts are the tissue element 
primarily injured, but Kaufmann’s pupils, Sumida 
and Dieterle, consider it the result of a congenital 
malformation of the periosteum and endosteum. 
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Looser was the first to claim that these two diseases 
are identical because they both show the same 
defective cartilaginous and periosteal bone forma- 
tion, due to imperfect function of the osteoblasts, 
and in both the epiphyseal cartilages, the pre- 
liminary calcification of cartilage, and the absorp- 
tion of bone are normal. Moreover, both diseases 
show the same abundance of cells and large bodies 
of bone which in places are confluent, and the same 
rapid healing of the fractures. The chief difference 
is in the time of their appearance which makes it 
necessary to distinguish between congenital and 
late osteogenesis imperfecta. Schmidt, Schmorl, 
Lovett, Sumida, and numerous others agree in gen- 
eral with Looser’s theory but Axhausen, von 
Recklinghausen, and Wieland disagree with it. 

The author agrees with Looser as he has found 
that persons with osteogenesis imperfecta survive; 
that there may be a pronounced tendency to frac- 
ture of bones reaching back to childhood; and that 
osteogenesis imperfecta and osteopsathyrosis idio- 
pathica may appear in the same family in the same 
generation. The identity of the two diseases is 
indicated also by the similarity in the clinical course 
and the histologic pictures.. The author compares 
his microscopic findings in osteogenesis imperfecta 
with those of Doering and Hart in cases of osteo- 
psathyrosis. The roentgen pictures also indicate 
that the two diseases are the same, one showing 
incomplete formation of bone before birth and 
the other the same condition after birth. 

However, the similarity of the two diseases is not 
limited to the bone changes. In the examination of 
his case of osteogenesis imperfecta the author found 
that the part of the tooth anlage developing from 
the ectoderm was normal, while the structures 
developing from the mesoderm — the pulp and its 
derivatives — showed marked changes. The odonto- 
blasts were irregularly scattered and the dentine 
showed a crumbling structure. There were pro- 
nounced abnormalities also in other supporting 
structures of the foetus. The cartilage cells, not in 
the zone of ossification but in the midst of the 
epiphysis, showed spindle and spear forms, while the 
fibroblasts of the perichondrium and periosteum 
showed wavy, curly, and short fibers. These facts 
indicate that this disease is more severe the higher 
the involved tissues stand in the scale of individual 
and phylogenetic development. 

Phenomena analogous to these changes are found 
also in the disease heretofore known as osteopsathy- 
rosis. An example of this is the extreme fragility of 
the bones coexisting with blueness of the sclera 
which is due to a lack of connective tissue in the 
sclera allowing the choroid pigment to show 
through. This has been described by Eddoves, 
Carboni, Salvetti, Bolten, and Mass and was noted 
in the case described by the author. It tends to 
confirm the theory that congenital and late osteo- 
genesis imperfecta constitute a systemic disease of 
all the supporting tissues of the body. The author 
goes farther and includes the lymphatic tissue as a 
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derivative of the mesoderm and related to the 
supporting tissue. From the téndency of his case of 
late osteogenesis imperfecta to frequent inflam- 
mations of the nasopharynx and anginas, as well as 
from the demonstration of a relative lymphocytosis, 
he concludes that in this condition there is a con- 
genital defective development of lymphatic tissue. 

The arteriosclerosis and the eosinophilia in the 7 
months’ foetus indicate an anomaly in the develop- 
ment of the blood vessels and blood which are 
derived from the mesoderm. However, when we 
consider that there are a number of structures which 
are derived from the mesoderm — for instance the 
muscles, which are normal in osteogenesis imper- 
fecta — this disease cannot be an anomaly of all 
the mesodermal tissues, but involves rather the 
tissues derived from the mesenchyme. The author 
does not agree with those who consider that this is 
due to an injury of the mesenchyme at a very early 
period of foetal development, nor with those who 
ascribe it to a disturbance of internal secretion. In 
his opinion it is the result of a primary defective 
formation of the whole mesenchyme, an inherited 
constitutional anomaly. This view is supported by 
the hereditary and familiar appearance of the dis- 
ease, the fact that it is frequently observed in 
association with other constitutional diseases such 
as progressive muscular dystrophy and hemophilia, 
the findings in the lymphatic and vascular system, 
and the eosinophilia. The peculiar constitution of 
these patients is shown also by certain bodily char- 
acteristics; in the congenital form there is abundant 
development of hair, unusual development of the 
subcutaneous fat, and tenderness of the skin; in 
late cases the patient has a tired expression of the 
face, wide-awake eyes, an oval face, a pale skin, and 
little subcutaneous fat. Persons affected with these 
conditions are similar in temperament. They are 
all intelligent, pleasant, sexually normal, capricious, 
and mentally developed beyond their age. 

In conclusion Bauer states that congenital and 
late osteogenesis imperfecta is an inherited con- 
stitutional anomaly of all the derivatives of the 
mesenchyme affecting the bodily characteristics, 
the constitution, and the temperament. He be- 
lieves that other constitutional anomalies may have 
a basis similar to that of osteogenesis imperfecta and 
that when these anomalies are traced to a defective 
formation of one or the other germinal layer, a new 
principle of classification will be established for all 
constitutional defects due to defects of the germ 
plasm. Kempr (Z). 


Fromme, A.: The So-Called Osteochondritis 
Coxz and Its Identity with Arthritis Defor- 
mans Coxz (Ueber die sogenannte Osteochondritis 
coxe und ihre Identitaet mit der Arthritis deformans 
coxe). Zentralbl. f. Chir., 1921, xlviii, 154. 


Osteochondritis is nothing more or less than 4 
disturbance in the normal course of ossification of 
the epiphyses. There are several etiological factors. 
Disturbances of the circulation and inflammation 























GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


are rarely responsible. Trauma is much more fre- 
quently the cause, especially when it is preceded by 
certain disturbances i in the normal course of ossifica- 
tion under the joint cartilage, such as rickets and 
late rickets, both of which are common. The 
author believes these are the most frequent causes 
of osteochondritis. In his opinion also osteochon- 
dritis and arthritis are the same thing, their symp- 
toms being different. only because one affects a 
growing joint and the other a fully-grown joint. 
ADLER (Z). 


Ollerenshaw, R.: The Development of Cysts in 
Connection with the External Semilunar 
Cartilage of the Knee Joint. Brit. J. Surg., 1921, 
viii, 409. 

Cystic changes in the external semilunar cartilage 
have been recorded by several German observers. 
The author mentions one specimen in the museum 
of the Royal College of Surgeons and describes 
three cases which he saw at the Salford Royal 
Hospital. 

All the patients were adult males who gave his- 
tories of trauma to the knee joint. The injury was 
followed by gradually increasing pain and lameness 
with swelling over the external cartilage. The 
swelling was rounded and varied in size from % 
to 1 in. in diameter. It was tense but distinctly 
fluctuant. 

In the first case the cyst had been removed eight- 
een months previously and had recurred. Recur- 
rence followed removal in several of the reported 
cases when simple excision was done. Removal of 
the entire external cartilage gave complete relief 
from symptoms. 

Macroscopically the cysts were multilocular and 
appeared to develop in the substance of the fibro- 
cartilage near its outer border. The cysts contained 
a clear mucoid material and the lining was smooth 
and shiny. Microscopic examination showed a 
distinct lining of flattened endothelial cells. Other 
observers have not found this endothelial lining and 
have concluded that the condition was degenerative. 
The author’s view, however, is that the cysts are 
developmental in origin and due to small endothe- 
lial inclusions. In all of the cases they were present 
in the external cartilage. J. I. Mircuett, M.D. 


Jansen, M.: Hallux Valgus, Rigidus, and Malleus. 
J. Orthop. Surg., 1921, n.s. iii, 87. 


Hallux valgus, hallux rigidus, and hallux malleus, 
each of which may occur by itself or in association 
with the others, are due to a disturbance of muscle 
balance and arthritis deformans. Hallux rigidus 
develops in persons with slightly pronated feet and 
is due to the extra strain on the great toe joint. 
Lipping of the joint cartilage causes pain in walking. 
The flexor brevis hallucis contracts to relieve the 
symptoms and finally a condition of permanent 
involuntary contracture results in hallux malleus. 

In hallux valgus an important factor is the luxa- 
tion of the extensor proprius and flexor longus 
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hallucis, the pull of which muscles causes spreading 
of the metatarsal heads. 

Treatment should include restoration of muscle 
balance. Transplantation of the abductor hallucis 
has proved beneficial. It may be necessary in some 
cases to shorten the first metatarsal. 

W. A. Crark, M.D. 


FRACTURES AND DISLOCATIONS 


Smith, S. A.: The Treatment of Fractures. Brit. 
M.J., 1921, i, 483. 


The diversity of opinion with regard to the treat- 
ment of fractures led to the appointment of a com- 
mittee by the British Medical Association to report 
on the merits and demerits of operative and non- 
operative methods. The committee favored the 
operative method. During the war, Pearson, Sin- 
clair, and others obtained very excellent results from 
conservative treatment by standardized methods. 
The author acknowledges a prejudice in favor of 
conservative treatment. 

Malunion and non-union are common occurrences 
and are often related. Even if end-to-end apposition 
cannot be secured in the lower limit, correct align- 
ment should be obtained by strong, steady fixed 
traction and splinting. 

The common types of malunion are coxa vara at 
the hip, outward bowing in fractures of the upper 
third of the femur, and concavity forward with genu 
recurvatum in fractures of the middle and lower 
parts of the shaft. In the tibia, bow-leg may result, 
and at the ankle, valgoid deformity of the foot. A 
fracture is a potential deformity and must be re- 
garded as such. In accordance with Wolf’s law, 
alterations in the internal architecture of the bones 
occur in response to new forces of strain and muscle 
stress, with pain and discomfort and traumatic 
arthritis in the neighboring joints. 

The most common causes of malunion are insufh- 
cient traction and inefficient splinting which do 
not control the joint above and below the fracture 
or disregard the normal contour of the bone. Thus, 
if a fracture of both the tibia and the fibula is set 
absolutely straight it will cause an everted ankle and 
a strained internal lateral ligament of the knee when 
the patient begins to walk. A third cause of mal- 
union is too early weight-bearing. 

The chief causes of non-union are loss of bone sub- 
stance and too frequent examination and manipula- 
tion. Pdin on pressure is a valuable sign in suspected 
cases of non-union. Sluggish bony union may be 
hastened by passive congestion and mild irritation. 
Stimulation by use should always be tried in the 
lower limb before operating. Of the operative pro- 
cedures, bone grafting is the method of choice. 

The author advises immediate operation on 
spiral fracture of the lower third of the tibia, frac- 
tures of the patella, and fractures of the scaphoid 
when the proximal fragment prevents full hyper- 
extension of the wrist. Fractures of the neck of the 
femur are treated in abduction on the Thomas frame 
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or in plaster by the Whitman method. Fractures of 
the shaft of the femur or of the upper part of the 
tibia are treated in a Thomas splint. Traction by 
ice tongs or Steinmann’s pins is usually not neces- 
sary. The reduction of a Pott’s fracture is more 
important than the splint. Traction on the foot in 
extreme extension, a downward pull on the leg, and 
an upward pull on the heel are usually sufficient. 
The tendo achillis may be divided. The foot is put 
up in inversion at a right angle to the leg. 

In the arm, fractures of the anatomical neck of 
the humerus are best treated by a wrist sling which 
allows the weight of the arm to act as an extension. 
If the upper fragment is abducted, as in epiphyseal 
separations, the arm must be abducted. If it is 
impacted in faulty alignment, the method of Thomas 
for reducing the impaction is excellent. The Jones 
position of full flexion is used for elbow fractures. 
Fractures of the shaft of the radius and ulna are 
treated in supination. Colles fractures are reduced 
preferably by the Jones method and placed on well- 
padded, twisted metal splints for four weeks. 

J. I. MircHett, M.D. 


Cooke, G. C.: A New Splint for Treating Fractures 
of the Long Bones. J. Am. M. Ass., 1921, lxxvi, 
1162. 


The splint proper is made of a % in. iron rod with 
a loop at the upper extremity which arches over the 
patient’s body and rests on the mattress at a and a’ 
on each side. These points are continuous with two 
parallel rods, c and d, which are 7 in. apart, 4 ft. 





Splint for Treating Fractures of Long Bones—Cooke. (Illustration by courtesy of Journal of the American Medical 


long, and 5 in. higher than points @ and a’ and 
jointed at e, where a flat bar 6 in. long is welded 
on and bent at right angles. In the upright end of 
this flat bar is a 34 in. hole through which passes a 
bolt 5 in. long with a hook on one end and a thumb 
nut on the other. At g, a loop is made in one of the 
parallel rods according to whether it is to be applied 
to the right or the left leg. This is to allow space 
for the unaffected leg. At # and h’ are notches 
in the loop for the attachment of two straps. These 
straps, which may be padded with cotton or a 
pneumatic cushion, pass over the groins, between 
the legs, and in the gluteal fold to a and a’, where 
they are secured; they furnish a rigid but comfortable 
countertraction. 

In one end of the bolt a spring balance is hooked 
to give a resilient pull on the adhesive spreader 
(that which is used on any form of Buck’s extension) 
and to indicate the amount of pull in pounds. 

With this splint applied, the patient can sit up in 
bed and move himself about without disturbing the 
traction, and when the pressure on the perineum 
becomes distressing he can rest the perineum with- 
out disturbing the traction of the splint by making 
pressure on the splint at # and h’. When a cloth is 
properly placed on the splint and secured with safety 
pins as used on the Thomas splint and shown in the 
drawing, the splint described has a material ad- 
vantage over the Balkan frame or other forms of 
Buck’s extension appliances in that the patient may 
be examined with the X-ray at any time. 

I. W. Bacu, M.D. 




















Henderson, M. S.: The Treatment of Ununited 
Fractures. Ann. Surg., 1921, xxiii, 487. 


Ununited fractures may be divided into two 
groups: delayed union and non-union. The latter 
can be made to unite only by operative measures. 
The bone graft offers the best chance for cure. Three 
types of bone grafting are discussed. The intra- 
medullary graft is the least favorable. The inlay 
graft is almost perfect mechanically, but often fails, 
especially when the bones show osteoporosis. The 
massive graft described by the author gave a higher 
percentage of good results than any other method in 
a series of 34 cases of non-union of the humerus. 

Recent investigation has shown that the cancel- 
lous bone of the endosteal tissue is rich in osteo- 
blasts. A few of these bone-forming cells are 
found in the cambrium layer of the periosteum, more 
in the haversian canals, and the greatest number 
in the cancellous tissue. Therefore, to secure the 
largest possible contact between the osteoblasts 
of the fragments and the graft, it is necessary to 
place the cancellous portions in apposition. In 
applying the massive graft the periosteum and the 
hard cortical layer of the fragment are chiseled 
off to expose a large area of cancellous tissue. 
Against this is placed the cancellous or endosteal side 
of the graft containing all the layers of bone. The 
graft is clamped or held in place by the aid of beef- 
bone screws. 

Postoperative fixation is second in importance 
only to the use of the bone graft. A plaster of Paris 
cast is the most convenient and satisfactory dressing. 

Under certain conditions the use of a bone graft 
may not be the method of choice. Thus, in the fe- 
mur, when there is abundant callus and bleeding 
is hard to control, Lane plates or plates of beef 
bone may be preferred as they are more easily 
applied. 

Infection of recent date is a contra-indication to 
operation, and osteoporosis often leads to failure. 

Five cases of non-union chosen from a large series, 
in which a bone graft was used with good results, are 
reported: two of the tibia, one of the neck of the 
femur, one of the ulna, and one of the humerus. 

J. I. Mrrcuett, M.D. 


Masland, H. C.: An Integral Traction-Providing 
Splint for Vicious Fractures of the Femur. 
Ann. Surg., 1921, lxxiii, 495. 


The author devised a splint which is simple in 
construction but adjustable in every detail, and ful- 
fills the following requirements: (1) immobilization 
above and below the fracture; (2) broader distribu- 
tion of the strain of traction, not only to the ischium 
but also to the pubis, ilium, and body; (3) traction in 
any degree of abduction, adjustable at will; (4) 
lateral traction; and (5) comfort. When this device 
is applied it is possible to move, bathe, or examine 
the patient without disturbing the relation of the 
fragments. 

The splint reaches from the axilla to beyond the 
foot. Its length is adjustable as it is made up of over- 
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riding pieces joined together through slots by. 
machine screws. The pelvic ring also is adjustable. 
Going over the thigh from the inner to the outer 
standard is a bridge to which the lateral traction 
band is attached. 

In making the extension apparatus the author 
uses plaster of Paris from the knee to the ankle. 
Traction is applied by means of a turn buckle on 
either side of the leg. R. V. Funsten, M.D. 


Rutherfurd, H.: Downward Dislocation of the 
Patella. Brit. J. Surg., 1921, viii, 524. 


The author reports three cases of downward dis- 
location of the patella. One was that of a man 42 
years of age, one that of a boy of 18, and the third 
that of a child of 7. The exciting cause in each 
instance was a fall or a blow with the knee in the 
flexed position. The further flexion is carried the 
smaller the surface in contact with the condyles; if 
the blow is directed downward as well as backward, 
it is easy for the upper edge of the patella to slip 
under the condyles or, as in the case of the child, to 
squeeze through them. 

In one case there was a tearing off of the upper 
edge of the patella with a part of the anterior surface 
by the quadriceps tendon. In the other cases the 
tendon was intact. In each instance the articular 
surface looked upward and the upper end of the 
bone was wedged between the femur and the tibia. 
Reduction was accomplished in the adults by open 
dissection through a skin flap, and in the child by, 
means of an elevator inserted through a cut to the 
side of the patella. The results were good. 

When the quadriceps tendon is not torn across 
there may be a partial tearing out of the patella from 
the deep surface of that tendon. 

J. I. Mircuetr, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Coughlin, W. T.: Transplantation of Cartilage. 
South. M. J., 1921, xiv, 311. 


In the past eight years, and especially in the last 
four, much attention has been given to the trans- 
plantation of cartilage. The procedure came first 
prominently into notice at Ceci’s Clinic in Pisa, 
Italy, during the Turco-Italian war. 

In war wounds of the face, in which loss of the 
underlying hard parts rendered the deformity more 
pronounced, resort was had to cartilage implanta- 
tion to overcome the skeletal defects. 

Cartilage adapts itself most readily to transplan- 
tation and is easy to obtain. The supply furnished 
by the individual himself is practically unlimited. 
The removal of the graft does not impair function 
nor cause disfigurement or deformity. Cartilage is 
easily worked into the desired form, no elaborate 
mechanical device is necessary for its removal or 
embedding, it appears to live and retain its shape 
and size, and it is not so susceptible to the action of 
pyogenic organisms as other grafts, often healing in 
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firmly even after long suppuration of the wound. 

Heteroplastic grafts do not long survive, but are 
absorbed, their place being taken by scar tissue. 

As the resu!t of a series of experiments, Davis 
concluded that even when it is without perichon- 
drium the graft remains unabsorbed. 

Bone, when transplanted, must be placed in 
contact with living bone and be made to function- 
ate or it will become absorbed or atrophied. Carti- 
lage embedded anywhere in the tissues retains its 
form and strength apparently indefinitely unless 
subjected to greater stress of weight than that which 
it formerly carried. 

For transplantation into the skull, costa! cartilage 
is taken, split in the coronal plane, and applied to 
the defect so as to conform to the skul! contour. 
The periosteum is loosened from the skull, the 
beveled cartilage is inserted, and the periosteum 
then stitched to it. The perichondrium is not re- 
moved from the graft. Perfect hemostasis is de- 
sirable. Sepsis is not to be feared as in bone grafts, 
as cartilage is much more viable. Union is fibrous 
and the graft seldom slips or becomes broken. 

L. C. Donnetty, M.D. 


Rehn, E.: Transplantation and Regeneration of 
Tendons (Zum Regenerations- und Transplanta- 
tionsproblem Sehnen und _ sehnenverwandte 
Gewebe). Jahresb. f. aerztl. Fortbild., 1920, xi, 37. 


This is a discussion of experimental work to clear 
up the question of the causes of tendon formation 
after tenotomy. Bier believes that hormones are 
responsible, but in the author’s opinion ordinary 
connective tissue is changed into the preliminary 
stages of tendon and fascia by the rhythmic pull of 
the muscles. Immediately after the operation, 
therefore, he places the tenotomized muscle in 
continuous mechanical activity designed to produce 
external work. He discusses the practical use 
of these experimental results in free transplantation 
in man, especially connective-tissue transplantation. 

Kats (Z). 


Haertel, F.: The Origin and Treatment of Sup- 
purations of the Fingers and Hand (Entstehung 
und Behandlung der Eiterungen an Fingern und 
Hand). Zéschr. f. aerztl. Fortbild., 1921, xviii, 29. 


After a short discussion of the affections which 
must be taken into consideration in the differential 
diagnosis of suppurations of the fingers and hand, 
Haertel takes up the various forms of suppuration, 
dividing them into superficial and deep, and 
describes his own methods of treatment. 

In the superficial suppurations of the nail, 
paronychia and panaris of the nail, prophylaxis is 
of great importance. The treatment consists in 
rational care of the nail. If infection occurs, the 
nail should not be removed immediately as fre- 
quently it may be saved by energetic conservative 
treatment. The latter consists in applying unguen- 
tum cinereum to the base of the nail and winding 
adhesive plaster strips around it. 
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If the suppuration is beneath the nail, the nail 
may be trephined to drain the pus. Cutaneous 
panaris often indicates a deeper abscess. In such 
cases the skin must be incised at once at the point 
of greatest tenderness on pressure, and the necrotic 
focus freely exposed. According to Klapp, the focus 
should be radically excised. Tampons should not be 
used in the after-treatment. Damp compresses, 
especially compresses wet with alcohol, and too 
frequent bathing are also contra-indicated as they 
cause the skin to swell. Cases have been known 
in which gangrene was observed after alcohol dress- 
ings. A salve dressing is rational. 

The deep suppurations arise either directly or from 
subcutaneous panaris. The prognosis is always 
grave, but depends to a great extent on early diagno- 
sis. In the diagnosis of panaris of the tendon sheaths 
loss of motility in the middle and end joints is of 
great importance. The chief danger is necrosis of 
the tendons, which occurs very readily if the blood 
supply is interfered with. In the treatment Haertel 
makes Klapp’s short, lateral incision at the top of 
the joint. Tamponing is contra-indicated in the 
after-treatment. Daily irrigation has a good effect. 
Bier’s hyperemia combined with movement tends 
to preserve function. If necrosis develops in the 
tendons an attempt should be made to cause 
sequestration with hyperemia and hot air treat- 
ment before incising. 

Hyperxmia also has an excellent effect in begin- 
ning panaris of the bones and joints. If operation 
must be performed, a simple lateral incision of the 
ball of the finger is to be preferred to removal of 
the nail. In phlegmons of the palm or of the ten- 
dons of the palm, suitable incisions are necessary, 
and should be supplement with hyper. mia. 

The deep forms of finger and hand suppuration 
should be referred to the surgeon. Haertel discusses 
also the prophylaxis of infection of the hand and the 
treatment of infected wounds according to modern 
principles. E. Koenic (Z). 


Mueller, W.: Methods of Replacing the Thumb 
(Anatomische Studien zur Frage des Daumener- 
satzes). Beitr. z. klin. Chir., 1920, cxx, 595. 


The loss of the thumb is more serious than that of 
any other finger because in such injuries the grasp- 
ing power of the hand is almost entirely lost and this 
loss cannot be compensated for by practice. Many 
attempts have been made to provide a satisfactory 
substitute for the thumb. Nikoladini’s method con- 
sisted in suturing a roll of soft tissue to the stump 
and then implanting within it a piece of bone. Ina 
later method the great toe or the second toe was used 
to replace the thumb. This was better but not 
satisfactory chiefly because the joints of the toe 
after implantation lost almost all mobility. More- 
over it was often impossible to secure a sufficiently 
long fixation between the toe and the stump of the 
thumb, and the grafting was not without danger. 
In another method the thumb was ‘replaced by a 
finger of the same hand. To bring the finger to be 
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transplanted to the stump of the thumb strong com- 
pression of the hand was necessary. That this 
method is justified is shown by the experience of the 
author, who lost his right index finger but by 
practice was able in a few weeks to continue his work 
as a surgeon. 

Mueller devised a method of finger interchange on 
the cadaver which he has not yet tested on living 
patients. The fourth finger, which is the most easily 
dispensed with, is used to replace the thumb, and 
contrary to what was done in the earlier methods, 
the finger is reversed in direction when it is attached 
to the stump of the thumb. 

A fish-mouth incision is made in the ball of the 
fourth finger, the nail and the nail-bed are excised, 
and the tendon of the flexor profundis is freed. The 
end phalanx is sharpened to a point, turned toward 
the stump of the thumb, and driven into the first 
metacarpal. The free end of the flexor profundis of 
the finger is sutured to the end of the flexor pollicis, 
and the skin wound of the finger is sutured to the 
thumb wound. 

After the finger and thumb have completely 
healed together the finger is exarticulated at the 
metacarpophalangeal joint. The first phalanx, 
which has now become the end phalanx, is sharpened 
to a point and shortened, and the flexor tendon 
fastened to its head. The skin is tunneled and the 
extensor tendon brought around to the extensor 
side, pulled through the tunnel, and sutured to the 
free end of the extensor pollicis. The ball of the 
new thumb is formed by bringing the soft parts of 
the flexor side around and uniting them with those 
of the extensor side. 

The advantages of this method are as follows: 
(1) healing can take place in the most convenient 
way, (2) the nutrition of the finger is always assured, 
(3) there is firm union between the finger and the 
first metacarpal, (4) the newly formed thumb has 
two intact joints and functioning tendons, and (5) 
the growth of the finger is assured because the 
epiphyses are not injured. Ganct (Z). 


Nuzzi, O.: Separation of the Second and Third 
Metacarpals to Provide a Grasping Hand 
(Intermetacarpolisi distale chirurgica). Riforma 
med., 1921, Xxxvii, 248. 


A boy of 18 had been injured by an exploding 
bomb. The thumb, the thenar eminence, and the 
tips of the second, third, and fifth fingers of his left 
hand were destroyed. The finger joints were anky- 
losed so that no movement of the fingers was 
possible. The wrist joint was normal. He was 
unable to hold or grasp anything and the hand was 
therefore useless. As the fingers were flexed to 
varying degrees and ankylosed it was impossible 
simply to construct a new thumb. 

The author separated the distal ends of the 
second and third metacarpals so that the second 
and third fingers could be separated and objects 
grasped and held between them. He made a 
longitudinal incision along the interosseous space 
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between the two fingers and separated the two 
metacarpals down to the ligament of the interos- 
seous muscle between the second and third fingers. 
The transverse ligament of the metacarpals was 
cut. The tendon of the second dorsal interosseous 
muscle was dissected free from its insertion on the 
second metacarpal and attached to the oblique fascia 
of the adductor pollicis. The fingers were kept apart 
with bandages. 

After a month of passive and active movement 
there was a considerable free space between the 
fingers and the patient was able to pick up and 
hold light objects. A. G. Morcan, M.D. 


Borchgrevink, O.: A New Method of Amputating 
Below the Knee Joint (Neue Prinzipien fuer die 
Amputation am Unterschenkel). Acta chirurg. 
Scand., 1920, liii, 128. 

The author recommends that in all amputations 
below the knee the fibula be entirely removed. This 
gives a better supporting surface for the artificial 
limb as it leaves the lateral condyle free and the 
weight can be equally distributed with median, 
lateral, and anterior supporting surfaces in the 
lateral and median condyles and the tuberosity of 
the tibia. 

In the usual operation the lower surface of the 
external condyle is covered by the head of the 
fibula and therefore cannot bear any weight. The 
greater part of the weight is thrown on the fibula 
which is not fitted to bear it. The fibula is covered 
only by skin and fascia, and as its neck is crossed 
by the peroneal nerve, weight-bearing causes neu- 
ralgic pain, periostitis of the neck and head, and 
excoriations of the skin. 

If the fibula had to bear all the weight these 
symptoms would be so severe that they would be 
intolerable. Therefore the maker of artificial limbs 
carries the framework of the limb up to the thigh so 
that the femur or the tuberosity of the ischium 
bears the weight. If the fibula is removed the 
weight can be distributed so that the tibia can bear 
it all, the framework of the artificial limb is not 
carried above the knee, and the knee joint is left 
free. A much greater weight can be borne in this 
way and the gait is freer and firmer. 

The author has used this method in 18 cases, 9 of 
primary amputation and 9 of re-amputation. The 
functional results were excellent, particularly in the 
cases of re-amputation. The histories of these cases 
are given briefly. Emphasis is placed upon the 
necessity for care in disarticulating the tibiofibular 
joint in order that injury or infection of the knee 
joint may be avoided. Borchgrevink admits that 
an entirely satisfactory artificial limb for the new 
form of stump formed by this operation has not yet 
been devised. A. G. Morean, M.D. 


Steindler, A.: The Treatment of Pes Cavus (Hollow 
Claw-Foot). Arch. Surg., 1921, ii, 325. 


The author describes his complete operative cor- 
rection of slight and medium degrees of hollow claw- 
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foot. The extreme degrees of this deformity re- 
quire more radical measures, For all except the 
extreme degrees his methods are the following: 

1. Stripping of the os calcis, which is done 
through an incision on the median border of the 
sole of the foot and consists of the stripping of the 
plantar fascia and sole muscles from the anterior 
surface of the os calcis. 

2. Osteotomy of the foot, which is done preferably 
through an outer curved incision and through the 
neck of the astragalus. Correction of hollow claw- 
foot is necessary in order to obtain permanent 
results. 

Stripping alone is sufficient only in the milder 
cases; in the others it must be followed by osteotomy 
of the foot. 

Steindler has operated on go patients. Stripping 
alone has been carried out in 59 cases, stripping 
and osteotomy in 31 cases. The article gives 
photographs of 11 cases taken before and after 
operation. The operative results are shown also 
in four X-ray pictures. 


Olivecrona, H.: The Operative Treatment of Hal- 
lux Valgus (Ueber die operative Behandlung des 
Hallux valgus). Acta chirurg. Scand., 1921, liii, 354. 


There are many different operations for hallux 
valgus, some of which give very good results, but no 
one operation is wholly satisfactory. The proce- 
dures may be classified in three groups, the first 
consisting of various methods of removing the head 
of the first metatarsal, the second of wedge-shaped 
or linear osteotomies, and the third of operations 
on the tendons which may be combined with 
methods of the first and second groups. 

The author operated on 79 patients from 1912 to 
1918. Forty-two of them were examined after several 
years, and as in some cases the operation was 
bilateral, the late results were determined in 70 feet. 
Twenty-nine were operated on by the Schede meth- 
od, 34 by the Mayo method, 5 by the Hueter 
method, and 3 by Reverdin’s method. Detailed 
case histories are given. Schede’s method is the 
least extensive of all the methods of resection. It 
consists merely in chiseling the deformity off and 
extirpating the bursa and an elliptical piece of skin 
over it. If the extensor hallucis longus is greatly 
contracted it is cut subcutaneously. Hueter resects 
the head of the first metatarsal bone. Mayo resects 
the head and makes a flap from the bursa, which he 
interposes in the joint to preserve its motility. 
Reverdin’s method consists of a wedge-shaped 
osteotomy. 

Of the patients operated on by Schede’s method 
18 (62 per cent) were completely relieved, 6 (20 per 
cent) were greatly improved, and 5 (18 per cent) 
were not benefited at all or benefited only slightly. 
Of the 6 who were greatly improved one had a good 
functional result for seven years but after that a 
recurrence. Another complained chiefly of the lack 
of cosmetic effect. The remaining 5 (18 per cent) 
were unimproved or only slightly improved. 
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Of the 34 cases operated upon by Mayo’s method, 
30 (88.4 per cent) were entirely relieved of symp- 
toms. In one case there was almost complete 
ankylosis of the metatarsophalangeal joint after the 
operation but as it caused the patient no incon- 
venience the case is counted among those that 
were cured. In another case regarded as cured there 
were signs of flat-foot on one side, but they had been 
present before the operation and had not grown 
worse. The functional result was very good in 
every instance and there was no case of recurrence 
of the valgus position. One case was examined 
eight years, and one seven years, after the operation. 
The average time after operation was three and 
one-half years. In one series of cases the resected 
surface was carefully smoothed off, and in another 
the head was simply chiseled off without any smooth- 
ing of the surface. Motility of the joint was pre- 
served in 55 per cent of the former series and in 35 
per cent of the latter. In one case of the latter series 
there was painful limitation of the movement 
of the metatarsophalangeal joint. In the for- 
mer series motility was regained more quickly. 
There was recurrence in only 1 of the cases 
operated on by this method. In 3 of the cases the 
anterior arch of the foot gave way to a slight degree. 

The results of Mayo’s operation were very good, 
i.e., complete recoveries in 88 per cent and only 
slight symptoms in the rest. None of these patients 
was obliged to return for further hospital treat- 
ment. 

Only 3 feet were operated on by Reverdin’s meth- 
od. In all of these it was followed by recurrence. 
In I case a second operation was necessary. 

Four cases were operated upon by Hueter’s 
method. In none was a complete cure obtained. In 
2 there was limitation of movement of the first 
metatarsophalangeal joint. One patient had almost 
complete ankylosis of the joint. Two had weaken- 
ing of the arch; in 1 case this was accompanied by 
considerable pain. There was no recurrence of the 
valgus in any of the cases. 

The author concludes that Schede’s operation 
offers the best chances of eliminating pain, but often 
does not correct the deformity. His cases were under 
observation for an average period of three years. 
During this time there was no recurrence of pain, 
but the fact that it did recur in 1 case after seven 
years shows that a long period of observation is 
necessary. The operation is not technically difficult 
and the patient is able to use the foot sooner after- 
ward than after the other operations, being able 
to walk at the end of three weeks or, at the most, at 
the end of six weeks after the operation. Schede’s 
operation is not adapted to cases in which the valgus 
is over 30 to 45 degrees as in these the danger of 
recurrence is too great. 

The functional results were better after Mayo’s 
operation than after Schede’s. There was recurrence 
of the valgus in only 1 case. The time required for 
recovery was longer, but this could probably be 
overcome, to some extent at least, by careful 
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technique. The time was not so long in the cases 
in which the resected surface was carefully smoothed 
off after the operation. The greatest danger in the 
Mayo operation is weakening of the anterior arch of 
the foot. This occurred in 5 of 38 cases (13 per cent). 
Three of the 5 were operated on by Mayo’s method 
and 2 by Hueter’s method. The extent of the 
resection seems to be a factor in causing weakness of 
the arch. On the other hand, the less extensive the 
resection, the greater the danger of recurrence of the 
deformity. This is less serious, however, than the 
danger of injuring the function of the arch. When it 
is not advisable to resect sufficiently to overcome the 
deformity completely, it is advisable to apply exten- 
sion to the great toe for eight to ten days after the 
operation to stretch the extensor longus hallucis and 
the soft parts and overcome the deformity gradually. 
Hueter’s operation offers about the same danger of 
weakening the anterior arch as Mayo’s, and does 
not offer as good chances of preserving the motility 
of the joint. Reverdin’s operation is not recom- 
mended by the author. 

The article is supplemented by a bibliography and 
roentgen pictures of cases. A. G. Morcan, M.D. 


ORTHOPEDICS IN GENERAL 


Rugh, J. T.: Three Frequent Causes of Weak and 
of Flat Feet. Ann. Surg., 1921, lxxiii, 499. 


The author calls attention to the fact that many 
cases of flat or weak feet are due to some mechanical 
defect of an anatomical character. 

The first defect mentioned is a shortened tendo 
achillis. Examination of 50,000 soldiers showed 
that 12 per cent had heel tendons which would not 
permit dorsiflexion of the foot beyond a right angle. 
The ill effects are attributed to the downward and 
backward slope of the os calcis and the attachment of 
the tendon to the middle and lower portion of the 
posterior end. When the tendo achillis is short, 
walking throws tension on the low arch on the 


outer side of the foot. The heel is then lifted from 
the ground as the body swings forward or remains 
on the ground, the foot being rotated outward. 
This outward rotation throws still greater strain on 
the inner side of the foot. When the strain is re- 
lieved, function becomes painless and normal. 
The tendon may be lengthened subcutaneously by 
partial resection at different levels. After the age 
of 35 the author prefers mechanical treatment. 
The simplest and best mechanical method is the 
elevation the heel of the shoe or the insertion of a 
pad inside of the shoe under the foot heel. 

The next condition predisposing to weak or flat 
foot is hypertrophy of the inner end of the scaphoid. 
The inner border projects inward beyond the line 
from the border of the head of the astragalus to the 
internal cuneiform and curls backward along the 
inner side of the astragalus. In the well-balanced 
foot the inner portion of the head of the astragalus 
and the border of the scaphoid and internal cunei- 
form are in a nearly straight line. If the scaphoid is 
prolonged inward, it forms an obstruction to adduc- 
tion of the fore part of the foot. 

A third factor discussed is a supernumerary tarsal 
bone at the inner side of the scaphoid, over which 
runs the tendon of the tibialis posticus. This bone 
is called the tibiale externum. It may be entirely 
separated from the scaphoid or may articulate with 
its inner end. It is sometimes called the sesamoid 
bone of the tibialis posticus tendon. The best 
treatment consists in removing the supernumerary 
bone and the inner end of the scaphoid, and re- 
attaching the tibialis posticus further forward on the 
scaphoid or even to the internal cuneiform. After 
the removal, the foot should be adducted and held 
in plaster of Paris from ten to twelve weeks. The 
patient should then begin to walk on a shoe tilted 
Y% in. on the inner border of the heel and sole. This 
alteration must be worn until the muscles have re- 
gained full tone under proper exercise. 

Joun MirTcHeEtt, M.D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Woltman, M. W.: Spina Bifida. 
192I, 1V, 244. 

Spina bifida is interesting because it presents a 
perplexing biological phenomenon. It is one of 
the most common deformities, making up one- 
sixth of all monstrosities; it occurs once in from 1,000 
to 2,000 births. The condition was named “spina 
bifida” by Tulpius in 1641. The Greek designation 
“rachischisis” is reserved for the most marked 
yt in which the entire medullary canal fails to 
close. 

Two types of the defect are found: spina bifida 
cystica and spina bifida occulta. The majority of 
the cases are of the former type. This is subdivided 
into meningocele, which includes the walls com- 
posed of the meninges; myelomeningocele, which 
includes the meninges and cord; and syringomyelo- 


Minnesota Med., 


cele, in which the central canal of the cord is dilated. 
A condition closely allied to spina bifida is a de- 
velopmental defect of the spinal cord called ‘‘myelo- 
dysplasia” which is found without demonstrable 
bony change. Spina bifida is usually posterior but 
may be lateral or anterior. 

Many theories as to the etiology of spina bifida 
have been advanced. Some have ascribed it to ad- 
hesions, either amniotic resulting from amniotitis 
with hydramnios or those due to lack of separation 
of the skin from the medullary plate. Others have 
attributed it to hydromyelia from excessive secre- 
tion of the choroid plexus or its faulty absorption. 
The resulting cyst may be interposed as a bulging 
mass between the lateral mesodermal structures and 
thus prevent approximation and fusion of the lips of 
the medullary groove. In favor of this theory is 
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the fact that spina bifida is frequently associated 
with hydrocephalus. The latter is made worse or is 
produced by operative closure. Amyelia, or com- 
plete absence of the cord, must be explained by a 
more comprehensive theory. There is much evidence 
against the assumption that the defect is germinal 
or developmental. That heredity may sometimes 
be a factor, however, is evidenced by the reports of 
cases in which the condition occurred in two or more 
generations. 

Much experimental work in the artificial pro- 
duction of monsters in lower animals by chemical, 
physical, and mechanical means demonstrates the 
complexity of the problem. These results, in 
addition to the clinical facts, prove that spina bifida 
cannot be attributed to any single factor. 

Roentgenologists believe that spina bifida occulta 
is so common that it may be considered almost a 
normal variation which has little or no bearing on 
the cause for which the patient is referred for 
examination. “It must be remembered that the 
incomplete development of bone in children under 
9 years of age makes their examination by the X-ray 
unsatisfactory. 

Hypertrichiasis is not common. In 8 per cent of 
the cases the tumor is located in the cervical region. 
The sacral dimple is a defect frequently noted and, 
when persistent, signifies a developmental sacral 
defect. 

In many cases there is deformity of the feet. This 
may be the result of muscular paralysis or develop- 
mental error. The paralysis is usually flaccid, but in 
5.8 per cent of cases it was spastic in type. 

To ascertain the relative prevalence of muscular 
paralysis, sensory disturbance, and incontinence, 
49 patients over 5 years of age, excluding those with 


SURGERY OF THE 


Riquier, G. C.: The Fascicular Systematization of 
Peripheral Nerve Trunks (Sulla sistemaiizza- 
zione fascicolare dei tronchi nervosi periferici). 
Policlin., Roma, 1921, xxviii, sez. med., 71. 

The author has studied the functional systematiza- 
tion of the fasciculi of the ulnar nerve, and particu- 
larly an area about 6 cm.inlengthin the epitroch- 
lear portion of this nerve. The ulnar nerves of 
foetuses, infants, adults, and old persons were 
examined. 

The first finding made confirmed Dustin’s dis- 
covery that the fasciculi frequently vary in num- 
ber, being relatively numerous at one point and 
converging into a single thickened fasciculus at a 
lower point. According to this finding the view 
that the fasciculi increase in number but diminish in 
volume as they progress from the origin of the nerve 
to the periphery is erroneous. 

A second finding was that, while changing in 
number, the fasciculi do not change their position 
within the nerve cylinder. It was established also 
that there are anastomoses between the fasciculi 
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spina bifida occulta without involvement of the 
nervous system, were studied as a group. Eighty- 
four per cent showed evidence of cord involvement. 
Sphincter disturbance was most common, being 
present in 71 per cent and the only evidence of cord 
involvement in 14 per cent. Motor paralysis was 
present in 53 per cent. Sensory disturbances were 
present in 45 per cent, but in no instance occurred 
independently. 

Enuresis, another common symptom, may be 
discovered early or develop later in life. All trophic 
ulcers noted in the feet of the patients studied oc- 
curred after the fifteenth year of age. The case 
histories of 9 patients of the series are given. 

The prognosis and treatment depend on the type 
of the defect. Increasing hydrocephalus and marked 
paralysis of the lower extremities are definite 
contra-indications to operation. Incontinence, which 
is usually given as a contra-indication, may be im- 
proved following operation. The optimum age for 
operation is between the ninth month and the second 
year of age. The operative mortality in 57 cases 
was 21 per cent. 

The type of operation. makes little difference. 
There is no need for overcoming great pressure or 
for unusua! protection. Therefore complicated 
procedures, such as bone transplantation, are to be 
discouraged. Simple closure by a running suture 
from the bottom outward after the cord and nerve 
elements have been freed and dropped back into 
the canal is advised. In cases of spina bifida occulta 
operation should not be performed routinely; it is 
best to wait for the development of secondary 
changes. Such patients should be given the benefit 
of exploration as laminectomy is now a compara- 
tively safe procedure. Mente R. Hoon, M.D. 


NERVOUS SYSTEM 


of adjacent segments; that the fasciculation of the 
ulnar nerve varies greatly in different persons and 
even in the same person; and that there is no 
substantial difference between the fasciculation in 
foetuses and adults. 

The chief point established was that, though in 
given segments the fasciculi may increase or decrease 
in number or volume at certain levels, they remain in 
the same position. Because of this definite order 
an isolated contraction of muscles or groups of mus- 
cles occurs following the direct excitation of different 
points on the perimeter of the nerve. Whether the 
findings for each nerve and the distribution of the 
motor and sensory fibers in a given nerve are con- 
stant must be determined by further clinico-experi- 
mental research. Neurology and surgery have 
direct excitation at their disposa! to establish the 
identity of individual fasciculi or groups of fasciculi. 
The distribution of the nerve fibers in the mixed 
nerves of the limbs is a problem of great scientific 
interest and practical importance. 

W. A. BRENNAN. 




















Platt, H.: The Surgery of the Peripheral Nerve 
Injuries of Warfare. Brit. M. J., 1921, ii, 596. 


Platt reports a series of 510 operations for periph- 
eral nerve injuries. In 248 cases it has been possible 
to trace the results over periods of six months or 
more. The 248 operations included 150 cases of 
end-to-end suture, 80 cases of neurolysis, and 18 
cases of bridge operations. 

In 150 cases of end-to-end suture of the various 
nerves, recovery is reported in 118 (79 per cent) and 
failure in 32. The results with regard to the recovery 
of various functions in the different nerves are shown 
in a table. In very few cases has there been more 
than a slight recession of analgesia or an incomplete 
restoration of protopathic sensibility. The influence 
of the time factor is definitely proved. As a rule 
sutures made within a period of eighteen months 
show only slightly appreciable differences in the 
time of recovery. After a delay of two years recov- 
ery is often tardy or incomplete, or does not occur 
at all. The degree of delay within the safe period 
does not influence the percentage of recoveries, 
but seems to prejudice the ultimate quality and 
type of regeneration. 

Spontaneous infection does not always seem to 
influence the regenerative process but definite 
recession of regeneration has followed exploration 
of an associated ununited fracture. Delay or cessa- 
tion was invariably noted in the presence of a 
trophic ulcer, and in such cases was probably due to 
absorption of distal sepsis by the regenerating 
nerve. Recovery in the proximal muscles begins at 
an earlier or later date according to the proximity 
of the suture to the spinal cord. Distal recovery also 
shows these differences in time relation. 

The inaccuracies of regeneration due to the 
shunting of motor fibers along sensory channels 
and vice versa are undoubtedly one of the causes of 
failure or imperfection of recovery. 

It does not appear that the perineural surround- 
ings influenced the recovery in any way except in a 
few instances in which the nerve trunk has been 
subjected to the friction of a bony groove. 

Previous ligation of an important artery does not 
seem to have an appreciable effect on the rate or 
degree of recovery. Continued non-union of a 
fracture without inflammation in the neighborhood 
of the nerve retarded or prevented recovery in 2 
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cases of musculospiral suture. The continuance of 
active interstitial neuritis in the proximal nerve is a 
potent cause of delay or failure which, theoretically, 
may be avoided by making a free resection prepara- 
tory to suture. The neuritis may be perceived only 
on microscopic examination. 

Success depends not merely on the restoration of 
adequate motor and sensory conduction, but on the 
development of co-ordination in the particular 
movements in which the afferent and efferent supply 
of the sutured nerves are concerned. This latter 
result is seldom, if ever, completely attained. 

Improvement after neurolysis has occurred in 75 
per cent of the cases, but it has been impossible to 
prove that the operation itself determined this 
result. 

A series of 25 operations for causalgia are reported. 
In 18 the median nerve was involved, in 10 the 
sciatic nerve, and in 1 the internal popliteal nerve. 
The median nerve operations consisted of resection 
and suture in 11 cases, neurolysis in 2 cases, and 
intraneural injection of quinine and urea in 1 case. 
Complete relief followed resection and suture in 9 
instances but in one case in which the operation was 
performed twice on the same nerve the pain persisted 
though it was less severe. Both neurolysis operations 
failed to relieve, and in both of these cases resection 
and suture were carried out subsequently with com- 
plete success. Injection of quinine and urea gave 
moderate immediate relief, and the pain showed 
signs of diminution with ultimate disappearance in 
a few months. 

The efficacy of early resection and suture for 
severe causalgia is beyond criticism. 

If the operations discussed are not indicated, as in 
irreparable musculospiral injuries, tendon trans- 
plantation may be done. In the lower limb the 
destructive operation of tenodesis of the ankle may 
be performed as an alternative to the life-long wear- 
ing of an apparatus. 

In a new procedure introduced by Harris of 
Toronto the proximal end of the radial nerve is 
implanted into the median nerve at the wrist in an 
attempt to restore lost sensory function in the 
median area which produces grave incapacity. 
This operation may be worth a trial in the treatment 
of the few irreparable lesions of the median nerve in 
the forearm. Crayton F. ANprEws, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Amberg, E.: Some of the More Important Measure- 
ments of Parts of the Temporal Bone. Laryngo- 
Scope, 1921, XXXxi, 147. 

This article quotes measurements of the outer ear 
canal, drum membrane, tympanic cavity, including 
the epitympanic cavity, the ossicles, the eustachian 
tube, the mastoid antrum, the mastoid process, the 


lateral sinus, the labyrinth, and the meatus acusticus 
internus, and discusses the clinical application of the 
figures quoted. 

To determine the location of the lateral sinus line 
in adults Amberg has devised a guide, one shank of 
which is held over the anterior border of the mastoid 
process and the other over the temporal line. 
In this position the direction of the lateral sinus 
line is given by the handle of the guide. 

O. M. Rort, M.D. 
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Diez, S.: Glycosuria, Diabetes, and Trauma 
(Glicosuria, diabete e trauma nell’ infortunistica). 
Policlin., Roma, 1921, xxviii, sez. prat., 431. 


It has long been known that injuries, especially of 
the head and spinal column, may cause temporary 
glycosuria. Jacksch, Strumpell, and Strauss found 
glycosuria in 36 per cent of their cases of injuries of 
the head and spinal column. Numerous authors re- 
port glycosuria resulting from injuries of other parts 
of the body, even of the limbs. Others deny that it 
can be caused by peripheral injuries. Diez believes 
it probable, however, that peripheral injuries pro- 
duce glycosuria by causing nervous shock. Psychic 
disturbances, such as fear and grief, may also be 
responsible. 

The percentage of cases of diabetes in which 
there is a history of trauma as given by various 
authors varies from 2 to 10 per cent. Asa rule the 
glycosuria following trauma does not go on to true 
diabetes, but disappears after about two years. 
Ferraninni holds, however, that diabetes may be 
caused by trauma in persons who have not the 
sightest predisposition to it. 

The symptoms of traumatic diabetes are in general 
the same as those of spontaneous diabetes, though 
Brouardel emphasizes the frequency in the traumat- 
ic form of nervous symptoms such as insomnia, 
psychic depression, delirium, headache, vertigo, 
and sensory disturbances. It is possible also that 
trauma may cause both diabetes and a traumatic 
neurosis at the same time. 

The question as to whether diabetes following 
trauma is caused by the injury or is merely a latent 
diabetes which has been awakened is not of great 
importance from the medicolegal point of view as the 
patient is entitled to damages in either case. Every 
precaution must therefore be taken against malinger- 
ing as cases have been known in which the plaintiff 
put sugar into the urine, mixed the urine of a dia- 
betic with his own, injected sugar into the blad- 
der, or took phloridzin either by mouth or by 
injection. In the awarding of damages it is neces- 
sary to consider also the danger to which a diabetic 
is exposed in any necessary operation. A person 
with diabetes should not be assigned to work in 
which he is apt to be subjected to trauma. 

Aubrey G. Morcan, M.D. 


Ingebrigtsen, R.: Physiological Healing of Super- 
ficial Wounds (Ueber physiologische Heilung 
von Oberflaechenwunden). Norsk mag. f. Lege- 
vidensk., 1920, Ixxxi, 1153. 


The Jaws which determine the healing of wounds 
by second intention have recently been studied by 
Carrel. Superficial wounds healing aseptically de- 
crease in size according to a regular curve. This 
curve, which has been studied by the physicist, 
Lecomte du Nony, may be expressed algebraically 
in two equations. The wounds were kept aseptic 
by means of Dakin’s fluid, which sterilizes but has 
no specific activating effect on the process of 
healing. 
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The author studied the healing process in seven 
superficial wounds after the use of 3:1,000 nitrate 
of silver solution followed by heliotherapy. He 
found that when superficial wounds are treated in 
this manner they heal more rapidly than aseptic 
wounds treated only with the sterilizing Dakin’s 
solution. Koritzinsky (Z). 


SERA, VACCINES, AND FERMENTS 


Kendall, E. C.: The Chemical Influence of the 
Active Constituents of the Ductless Glands. 
Surg. Gynec. & Obst., 1921, xxxii, 205. 


Each ductless gland elaborates one or more defin- 
ite chemical substances which are contained in its 
specific secretion, but the active constituents have 
been isolated from only two glands. The active con- 
stituent of the posterior lobe of the pituitary has 
not been isolated, but it is know that in some 
respects its action resembles that of histamine. 

The active constituent of the medulla of the supra- 
renal was investigated in 1901 by Abel, Takamine, 
and Aldrich. Epinephrin is a distinctly crystalline 
substance and can be synthesized at a moderate 
cost. 

During the synthetic preparation of epinephrin 
equal amounts of so-called right-handed and left- 
handed epinephrin were found. The left-handed 
epinephrin possesses physiological action identical 
with that of the natural substance. It would appear 
that this specific chemical structure of epinephrin 
fits some chemical mechanism within the body as a 
key fits a lock. 

For nineteen years the only known chemical 
difference between the thyroid and other ductless 
glands was the presence of iodine. The iodine- 
containing compound of the thyroid was first isolated 
in pure crystalline form by the author in 1914 and 
named “‘thyroxin.”’ Since that time the identifica- 
tion of the compound has been completed. Thy- 
roxin is a white crystalline substance which has the 
properties of a very weak acid. It is insoluble in 
water, but readily soluble in sodium hydroxide. 

The active constituent of the thyroid gland has 
been known clinically for about twenty-five years. 
Thyroxin will bring about the same changes in the 
thyroid-deficient patient as the administration of 
dessicated thyroid. The response to thyroxin does 
not begin until several hours after its intravenous 
injection. Plummer has shown that the maximum 
effect in the myxcedematous patient is reached in 
about seven days, and that definite physiological 
effect is continued for at least twenty-four days. 
When the correct minimum dose is determined, it 
is possible to maintain a normal metabolic rate 
irrespective of the rate when the patient began 
taking thyroxin. 

The exact relation between the basal metabolic 
rate and the amount of thyroxin administered 
suggests that some definite balance is maintained 
within the body between the amount of thyroxin 
circulating in the blood and that functionating in 
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the tissues. The relation, of course, must be main- 
tained by the proper activity of the gland. The 
author has shown that the normal iodine content 
of the blood is 0.013 mg. per 100 c.cm. The iodine 
content of the thyroid is higher in summer than in 
winter, while the iodine content of the tissues is 
higher in winter than in summer. This suggests 
that the iodine content of the body is constant, but 
is stored in the gland when less is needed by the 
tissues for the production of energy for heat. Excess 
thyroxin excreted by the liver appears in the bile. 
The great difference between epinephrin and thy- 
roxin is that the former acts immediately and for 
only a short time, while the latter does not begin 
to function until after many hours and continues 
for about three weeks. G. S. Fou.ps, M.B. 


Izar, G.: Incidents, Accidents, and Consequences 
of Intraspinal Serotherapy (Incidenti, accidenti 
e consequenze nella sieroterapia endorachidiana). 
Rassegna internaz. di clin. e terap., 1921, ii, 33. 


The accidents likely to occur in intraspinal sero- 
therapy may be divided into: (1) those due to the 
operative act; (2) those caused by the introduction 
of the serum. 

The first group includes mishaps resulting from 
the introduction of the needle in the wrong direction 
or region, failure in diffusion of the fluid, breakage of 
the needle, and puncture of a spinal root, the cord, 
or an important blood vessel. 

In the second group are included an increase of 
intracranial pressure, aseptic meningeal reactions, 
and the phenomena of anaphylaxis (the anaphy- 
lactic phenomena of Arthus, and general anaphylac- 
tic phenomena). 

In view of the possibility of such complications, 
especially in patients not previously treated by se- 
rum, it is well in every case to make a prior prevent- 
ive subcutaneous injection of from 5 to 10 c.cm. of 
serum. Even when this is done, however, one cannot 
be sure that the phenomena of anaphylaxis can be 
avoided because, when the serum is introduced 
subcutaneously, they may appear after a long period 
of time. If subcutaneous injection gives rise either 
to general disturbances (cyanosis, erythema, epi- 
gastric pain, etc.) or to local phenomena (cedema, 
erythema, pruritis), the intraspinal injections 
should be postponed until, following repeated injec- 
tions of small doses, there are no reactions of con- 
sequence. It is then well to begin the spinal injec- 
tion with a small dose and increase the dosage pro- 
gressively. 

When the injections are given in series and the 
treatment has been intense the injections should be 
stopped for a while after the seventh to ninth day, 
and when they are resumed the rules observed for 
the first injections should be followed. 

As a preventive measure against anaphylactic 
phenomena the author has found it advantageous 
to give adrenalin by mouth in doses of 5 to 20 drops 
two or three times a day according to the patient’s 
age. W. A. BRENNAN. 
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BLOOD 


Petrén, G.: Coagulation Time in Icterus (Unter- 
suchungen ueber die Blutgerinnung bei Ikterus). 
Beitr. z. klin. Chir., 1920, cxx, 501. 


The author determined the coagulation time of 
the blood of 20 persons between 15 and 81 years 
of age who were suffering from various diseases. 
These determinations were used as controls for 
similar determinations which were made in cases 
of icterus to estimate the danger of cholemic 
hemorrhage. 

Schlossman holds that if the coagulation time is 
delayed by as much as a third of the normal the 
general operative prognosis is unfavorable. In 
some of the 29 cases of icterus studied the author 
found that the coagulation time was three or four 
times as long as normal, while in others it was en- 
tirely normal. Of 11 patients operated upon, 6 
had a normal coagulation time before the opera- 
tion. Of these 6 patients 4 recovered uneventfully, 
and 2 had slight hemorrhages. Of 4 patients with 
an abnormally long coagulation time before op- 
eration, only 1 escaped hemorrhage; 2 had a slight 
hemorrhage and 1 a fatal hemorrhage. In 1 who 
had a normal coagulation time immediately before 
the operation the time had been previously 40 
per cent longer than normal and spontaneous 
cholemic hemorrhage had occurred. This patient 
died of postoperative hemorrhage. 

Petrén concludes that in slight catarrhal icterus 
the coagulation time is not affected, but in severe 
cases it is lengthened. If it is lengthened to more 
than three or four times the normal, operation is 
contra-indicated. 

In the second part of the article the author dis- 
cusses the effect of bile acids on the blood. The 
term “cholemia” is not appropriate for the bile 
probably has very little to do with the syndrome 
to which it is applied. It would be better to speak 
of the condition as hepatic insufficiency or in- 
toxication. The etiology of the so-called cholemic 
hemorrhages is not definitely known; they may 
be due to bile acids in the blood or to some dis- 
turbance of liver function. The author found by 
experiments that the bile acids slow coagulation time, 
there being no essential difference between glyco- 
cholate and taurocholate. Amounts of bile salts 
less than 0.17 to 0.2 per cent do not have any effect 
on the coagulation time im vitro, and probably con- 
centrations of less than 0.17 per cent have no effect 
during life. The greater the concentration the 
greater the danger of cholemic hemorrhage. 

From his studies on patients with icterus Petrén 
comes to conclusions which he summarizes briefly 
as follows: 

If the amount of bile salts in the blood is normal 
there is little danger of cholemic hemorrhage after 
operation, though it is still possible. If the bile-salt 
content of the blood is one-third to one-fourth 
lower than normal there is a certain degree of 
danger of postoperative cholemic hemorrhage. If 
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the amount is one-half normal or less, the danger is 
so great that it should be regarded as a contra-in- 
dication to operation. 

The bile acids in the blood are not the cause of 
so-called cholemic hemorrhage. In dogs with 
icterus caused by the ligation of the common duct 
the blood retained its normal coagulability until the 
death of the animals between two and three months 
later. The author never observed cholemic haem- 
orrhage in dogs, and has not found any reports of it 
in the literature. Von TApPEINER (Z). 


Hilgenberg, F. C.: Hamostasis Effected by Im- 
planting Muscle and Its Clinical Application 
(Ueber Blutstillung durch Aufpflanzung von 
Muskelstueckchen und ihre klinische Anwendung). 
Beitr. z. klin. Chir., 1921, xxxi, 468. 

The method described, which was first used by 
Horsley and Kocher and further developed by 
Laewen, consists in pressing or suturing small flaps 
of muscle taken from the neighboring tissues to 
bleeding areas in which the hemorrhage cannot be 
controlled by other measures. Muscle implantation 
is better than tamponade in that the wound can 
be closed primarily, and is better than ligation in 
that it causes no injury to tissues or nutritive dis- 
turbances. 

As is shown by a large series of cases, the method 
has been effectually used in cases of hemorrhage 
from goiter, the liver, lungs, heart, blood vessels 
and angiomata, and in the closure of veins in air 
embolism and pneumothorax. It cannot be used, 
of course, in injuries of large vessels, but is of value 
when applied to parenchymatous, vascular organs, 
soft, friable tissues, bone cavities, and sinuses. 

Srevers (Z). 


BLOOD AND LYMPH VESSELS 


Turco, A.: A Case of Causalgia Treated by De- 
cortication of the Artery (Un caso di causalgia 
trattato con la decorticazione dell’arteria). 
clin., Roma, 1921, xxviii, sez. chir., 127. 


oli- 


Causalgia was first described in 1813, but was 
given its name in 1864 by Weir Mitchell. Leriche in 
1916 first formulated the theory that it was due to 
vasomotor disturbances caused by injury of the 
sympathetic fibers in the perivascular sheath. 
As a method of treatment he suggested the resection 
of a part of the sheath of the artery in the region 
affected. 

Causalgia is most apt to occur in lesions of the 
median and sciatic nerves. The pain is burning 
in character and varies with the changes in the 
vascular tone. Leriche believes that pressure from 
cicatricial tissue causes irritation in the perivascular 
sympathetic plexus. Acting on this theory he per- 
formed his operation of decortication of the artery 
in 11 cases. The results were good. 

The author describes the case of a man of 42 who 
had attempted to commit suicide by cutting the 
radial artery. The wound caused loss of sensation 
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in the palm of the hand, almost complete loss of 
motility of the thumb, a decrease in the motility of 
the other fingers, atrophy of all the muscles of 
the hand, and trophic disturbances evidenced by 
coldness, cyanosis, and formication. Later there 
were circulatory disturbances, with blisters which 
broke down and formed ulcers and intense burn- 
ing pain. 

Seven months after the injury the median nerve 
was exposed and found embedded in scar tissue. 
The external scar was excised and the nerve fibers 
carefully dissected free from the remaining scar 
tissue. This operation was followed by improve- 
ment in sensation and motion, but the trophic dis- 
turbances and the pain continued. A year and a 
half later the patient returned because of intense 
pain. The hand was then swollen and it was almost 
impossible to move the fingers. The pulse at the 
wrist was weaker than that on the other side. As 
the symptoms were evidently sympathetic in origin, 
Leriche’s ‘operation was performed, the sheath of the 
artery being excised for a distance of 7 cm. Com- 
plete recovery from all symptoms resulted. This 
case therefore confirms Leriche’s hypothesis. 

The article is supplemented by a bibliography of 
18 titles. A. D. Morcan, M.D. 


Druene-, L.: A Case of Suture of the Right 
Common Carotid and Temporary Ligation 
of Large Vessels (Ueber einen Fall von Naht der 
rechten Carotis communis und die zeitweilige Unter- 
bindung grosser Gefaesstaemme). Zentralbl. f. 
Chir., 1921, xlviii, tot. 

The author reports a case in which he laid bare 
an arteriovenous aneurism the size of a cherry bet- 
ween the right common carotid artery and the inter- 
nal jugular vein. He resected 5 cm. of the jugular 
vein and temporarily ligated the carotid above and 
below. He then sutured the opening in the carotid 
and covered it with a piece of the sac of the aneurism. 
When the temporary ligation of the carotid was 
released there was a good flow of blood through the 
artery without leakage. The patient awoke from 
the anesthesia in the afternoon, spoke, and moved 
his limbs. Three hours later hemiplegia of the left 
side developed and in four hours was followed by 
death. There was no embolism; the right cerebrum 
was anemic, but otherwise showed no changes. 
At the point of suture in the right common 
carotid was a fresh thrombus. 

In this case the free interval was due to the slow 
rate at which the thrombosis developed. The 
lesion of the right brain, however, was brought 
about, not by embolism, but by insufficiency of the 
blood supply through unobstructed vessels. For this 
there is no completely satisfactory explanation. 
The author believes that the anemia of the right 
brain may be attributed to the fact that all the blood 
was carried by the left carotid. A similar condition 
is not to be expected in all cases of ligation of the 
carotid near the bifurcation as in one of the author’s 
earlier cases there was no such trouble. 
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Druener is not convinced that circulatory dis- 
turbances are caused more frequently by the 
estting free of thrombi in the blood stream and that 
the formation of thrombi can be prevented by liga- 
tion with strips of tendon by Perthes’ method. 
In ligation of the common carotid he believes there 
is danger of embolism, but it is less than the danger 
of scar formation. He never makes temporary 
ligations with si!k. Instead, he uses a method similar 
to that of Perthes. After drawing a thin drainage 
tube under the artery he places over it a short piece 
of drainage tube with walls about as thick as 
the arterial wall or somewhat thicker. Over this 
he ties the thin tube, ligating the vessel and the 
thicker tube. Grass (Z). 


Suture of the Portal Vein (Sutura della 
Clin. chir., 1920, N.S. ii, 903. 


Giorgi, G.: 
vena porta). 
The only other case of suture of the portal vein 
which has been reported was a case of suture of 
an injury during operation. The patient died. The 
author describes the first case of successful suture 
of the portal vein. In a gunshot wound of the back 
the bullet made a large wound in the liver and 
passed through the lesser omentum into the portal 
vein. The wounds in the liver and the vein were 
sutured. Bits of metal were found also in the lum- 
bar cord. The patient recovered and today, four 
months after the operation, shows no ill effects. 
Auprey G. Morcan, M.D. 


Pasman, R. E.: MacArthur’s Method in the 
Treatment of Obliterating Endarteritis (Fl 
método de MacArthur en el tratamiento de la 
endarteritis obliterante). Rev. Asoc. méd. argent., 
1920, xxxiii, 146. 

In obliterating endarteritis the usual methods 
of treatment, including arteriovenous anastomosis 
and ligation of the femoral vein, may fail. When this 
is the case amputation is necessary. Koga of Tokio 
suggested modifying the viscosity of the blood by 
massive injections of salt solution. MacArthur of 
Chicago, to avoid the inconveniences of such injec- 
tions, substituted duodenal irrigation with Locke’s 
solution. 

Pasman refers to two cases of obliterating endar- 
teritis in which, after other methods had failed, he 
obtained distinct amelioration from the use of 
Locke’s solution for ten days. In another case 
notable improvement was evident after fourteen 
duodenal irrigations of 4 liters each. In a fourth 
case the lesion was present originally on both feet. 
After six months’ use of the fluid it disappeared from 
one limb but a thigh amputation was necessary on 
the other side. 

The author is unable to explain the action of the 
solution in suppressing pain in some cases and render- 
ing amputation unnecessary or postponing it in 
others. 

He suggests that intestinal irrigations might 
be useful in other conditions such as functional 
kidney disturbances. W. A. BRENNAN. 
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Garland, J.: Aneurism of the Splenic Artery 
Rupturing Simultaneously with Paracentesis 
Abdominis. Boston M. & S. J., 1921, clxxxiv, 385. 


A case is cited in which, during an abdominal 
paracentesis, the patient collapsed and died. An 
autopsy performed by Richardson determined the 
presence of an aneurism of the splenic artery which 
had ruptured simultaneously during the abdominal 
paracentesis. 

The lesion described is rare. In the case reported 
the reason for the rupture during the operation can 
be only conjectured. The psychic effect of the 
paracentesis might have temporarily increased the 
blood pressure or the withdrawal of a liter of fluid 
from the abdomen might have caused a relative 
drop in the pressure of the structures surrounding 
the aneurism. It is difficult to believe that the 
rupture was due to a simple coincidence. Direct 
trauma from the trocar was shown at autopsy to 
have been quite impossible. 

In over 4,100 autopsies at the Massachusetts 
General Hospital aneurism of the splenic artery was 
discovered only three times. The author has found 
the reports of 17 cases in the literature. In the 
most recent case, that reported by Hogler, the 
diagnosis was made during life. 

A. R. HoLtenper, M.D. 


Fraser, J., and McCartney, J. E.: A Case of Persist- 
ent Vitelline Artery: Fatal Intra-Abdominal 
Hzmorrhage from Rupture of the Vessel. 
Brit. J. Surg., 1921, viii, 478. 


A baby, four months old, in good genera! health, 
was brought to the hospital on account of a small 
pea-sized tumor of granulation tissue which grew 
by a narrow pedicle from the deeper portion of the 
umbilicus and had a persistent irritating discharge 
from its surface. The tumor was lifted out and the 
pedicle divided with a cautery. In twenty-four hours 
the child began to vomit and within forty-eight hours 
of the operation it died. No diagnosis other than 
delayed shock could be made. 

At autopsy, blood was found in the peritoneal cav- 
ity. A thin fibrous cord 1% in. in length stretched 
from the umbilicus, a little to the left of the midline, 
to the mesentery of the ileum about 18 in. from the 
ileocecal valve. The actual attachment of this 
cord to the mesentery was hidden by a hematoma. 
At the apex of the ha matoma was a small hole from 
which the blood had escaped into the peritoneal 
cavity. 

It was found that the cord was attached to the 
superior mesenteric artery and was the persistent 
left vitelline artery with a completely obliterated 
lumen. Opposite it, a small branch arising from the 
superior mesenteric artery had been torn, this 
tearing being responsible for the hemorrhage. 

In lifting the tumor, traction had been exerted on 
the vitelline artery and through it on the main vessel, 
thus causing the rupture of the small vessels. 
Diagrams illustrate the development of these vessels. 

H. O. Foucar, M.D. 











GENERAL BACTERIAL INFECTIONS 


Manoukhin, I. I.: The Treatment of Infectious 
Diseases by Leucocytolysis Produced by Roent- 
genization of the Spleen. Lancet, 1921, cc, 685. 


The author describes leucocytolysis as the process 
by which in infectious diseases the leucocytes are 
broken up by special soluble ferments of the blood 
which he calls ‘‘leucocytolysins.” Other ferments, 
which are soluble and have the property of opposing 
the leucocytolysins, he terms ‘“anti-leucocytoly- 
sins.” The former are produced by the spleen, the 
latter by the liver. 

These hypotheses were substantiated by a series 
of experiments on animals. Monkeys and guinea 
pigs were. infected with human tuberculosis and 
leucocytolysins were produced in the blood by stim- 
ulating the spleen with small doses of roentgen rays. 

In applying the roentgen rays care was used not 
to expose the liver in order to prevent the formation 
of anti-leucocytolysins. In animal experiments the 
dosage was graded according to the extent of the 
leucocytolysis and the species of the animal. In 
the cases of patients suffering from infectious dis- 
eases exposures were made from the front and 
back with screening over the liver, and the dose 
was varied according to the gravity of the case. 

Radiation of the spleen of monkeys and guinea 
pigs appears to increase the proportion of alexin 
and specific antisubstances in the blood such as hem- 
olysins, agglutinin, bacteriolysins, and opsonins. By 
inoculating guinea pigs with human tuberculosis 
and testing the blood by the Bordet-Gengou reaction 
with the tuberculin of Besredka and at the same time 
investigating the leucocytolytic properties of the 
blood the author was convinced that the curve of 
fluctuation of specific antisubstances corresponded 
to the curve of fluctuation of the leucocytolysis. 

Since 1913 various infections have been treated. 
During the war the roentgen ray was applied to the 
spleen in cases of typhoid fever. The mortality, 
which had been about 40 per cent, was reduced one- 
half. Subsequently an attempt was made to increase 
the effect by introducing various antisubstances 
into the blood. An auto-serum obtained from blood 
of the patient from eight to ten minutes after 
roentgenization was given in gelatin capsules. The 
mortality was then reduced seven and one-half 
times. In a series of 225 patients not treated by 
this method the mortality was 19.1 per cent, while 
in a series of 351 patients treated by radiation of the 
spleen alone it was 9.7 per cent, and in series of 305 
treated by radiation of the spleen and the adminis- 
tration of anti-serum it was 2.6 per cent. 

In cases of tetanus treated by means of antite- 
tanus serum the mortality was 92.98 per cent. 
In tetanus cases three inoculations daily of 20 c.cm. 
of serum were given under the skin and 10 c.cm. 
were injected intrathecally together with 10 c.cm. 
of the auto-serum obtained from the blood eight 
to ten minutes after roentgenization of the spleen. 
By this treatment the mortality in 132 cases was 
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reduced to 27.3 per cent which was exceptional for 
war time. Roentgenization of the spleen, besides 
immunizing the body to the toxins of tetanus, re- 
moved the effect of the serum anaphylaxis. 

Roentgenization of the spleen was used also in the 
preparation of curative sera. In addition to im- 
munization of horses against the toxins of tetanus 
(and against bacillus typhosus, bacillus dysenteriz, 
and vibrio cholere asiatice) roentgenization of the 
spleen was done. In this way curative sera of high 
concentration were obtained in a shorter time and 
at lower cost. 

The diseases treated were rheumatism, acute 
malaria, acute bronchitis, pneumonia, pleurisy, 
typhus, and dysenteric and non-infectious diseases 
of the pulmonary and intestinal systems. All 
responded favorably. Cases of pulmonary tuberculo- 
sis were treated according to the stage of the disease 
and the patient’s condition. It was found that 
there is often a rise in temperature and an increase 
in the general symptoms after the first treatment. In 
the first stage of pulmonary tuberculosis eight 
or ten treatments usually brought about a cure. 
The second stage required twelve to fifteen treat- 
ments, and the third stage usually two series of 
twelve to fifteen treatments at three month inter- 
vals. The X-ray examinations and general physical 
findings in these cases have shown remarkable im- 
provement. Excellent results have been obtained 
also in tuberculosis of the kidneys, bladder, lymph- 
atic glands, and bones, tuberculous peritonitis, and 
non-acute meningitis treated by roentgenization of 
the spleen in addition to surgical procedures. 

F. B. SetrLe, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Schuessler: The Use of Pepsin-Hydrochloric Acid 
for Scars (Die Anwendung von Pepsin-Salzsaeure 
zur Beseitigung von Narbenzug). Muenchen. med. 
Wcehnschr., 1921, Ixviii, 72. 


The author adopted the Patzschke and Unna 
method of treating cicatricial tissue with pepsin 
and hydrochloric acid. Griessmann obtained good 
results with this procedure in Dupuytren’s con- 
tracture. Schuessler used salve and moist com- 
presses in the strength recommended by Patzschke 
(10 per cent pepsin, 1 per cent hydrochloric acid, 
I per cent carbolic acid), but in many cases he sub- 
stituted boric acid for the hydrochloric acid. The 
salve was rubbed into the scars twice daily. No 
protective dressing was applied. Moist compresses 
were used only at night and only on parts of the 
body where they could be applied easily. In con- 
nection with this treatment, gymnastics, hot appli- 
cations, and massage were prescribed. 

Schuessler reports 11 cases. From his experience 
he concludes that the method is of value in treat- 
ment of all large scars as soon as they are complete- 
ly covered with skin. Mechanical after-treatment 
will then give much better results. Grass (Z). 
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Nuernberger: Presacral Injection for Therapeutic 
Purposes (Ueber praesakrale Injektionen zu thera- 
peutischen Zwecken). 
1921, Ixviii, 230. 

Nuernberger recommends sacra! injections for 
sacral pain in the climacteric, functional pains in 
neurasthenia and hysteria, and the pain due to 
posterior parametritis, adhesions of the pelvic 
peritoneum in the vesico-uterine pouch, coccygo- 
dynia, and sciatica. 

The injections are unilateral or bilateral, depend- 
ing on whether the pain is on one or both sides. An 
injection needle 15 cm. long is inserted horizontally 
at a point 114 to 2 cm. to the side of the tip of the 
coccyx and moved from one sacral foramen to the 
next. In each foramen about 20 c.cm. of a 0.1 per 
cent beta-eucaine solution are injected. If the pain 
is bilateral the individual injections are somewhat 
smaller in order that not more than 140 c.cm. of the 
cucaine solution is used altogether. The injec- 
tions are made under ethyl] chloride anesthesia. 

In seven cases reported the results were good. 
Nuernberger believes that in some instances the 
effect is purely suggestive, but that in others there is 
a certain amount of pharmacological effect in addi- 
tion to the hydrodynamic effect. PLENz (Z). 


Peiper, H.: Reduction of the Suprarenal Glands in 
Epilepsy (Nebennierenreduktion bei Epileps‘e). 
Zentralbl. f. Chir., 1921, x\viii. 407. 

Attempts have been made in the Schmiedon 
clinic to cure by extirpation of one suprarenal 
gland severe cases of epilepsy which would not 
yield to any other treatment. The results were as- 
tonishingly good at first, but after a longer or shorter 
interval the attacks reappeared. For the present, 
no further operations of this kind will be performed. 

If any specific effect is exerted on epilepsy by a 
reduction in the suprarenal secretion, the failure of 
such treatment must be due to vicarious hyper- 
trophy of the remaining suprarenal such as_ has 
been found to occur in young animals. Bruening, 
who first proposed the operation, thinks that for 
this reason better results are promised in mature 
persons. In this connection the author calls atten- 
tion to the fact that following deep roentgen 
irradiation of epigastric fields he noticed a browning 
of the skin which was probably due to injury of the 
suprarenals. He will give a more detailed report 
of this later. KNOKE (Z). 


Davis, J. E.: Some Factors That Determine Tissue 
Resistance to Cancer. Am. J. Obst. & Gynec., 
1921, i, 668. 

Complexity of organization limits the resistance 
of individual cells in order that aggregate efficiency 
may be increased. Therefore the resistance of 
plants to neoplasia is superior to that of the verte- 
brate. The vertebrate, however, is better organized 
against mass invasion. 

The life of a complex organism is the result of 
cell interactions and the internal metabolism of the 
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individual cells. Factors altering the foregoing 
are tolerated by the higher vertebrates only when 
there can be an accomplished conformation within a 
limited period of time such as occurs after amputa- 
tions, resections, traumatizations, transplantation, 
and grafting. 

The reactions following exhaustion, irritation, and 
a specific diet produce acidity, toxicity, and cyto- 
plasmic sensitization as an expression of inter- and 
retro-active cell properties. Measurement of this 
reaction is of great clinical value. 

Tissue changes before and after neoplastic in- 
vasion may be characterized by increased cellularity, 
invasive and extensive growth, hypernutrition, 
diminished elasticity, changed chemistry, cicatriza- 
tion, induration, and fixation, and all are to be re- 
garded as expressions of a defense mechanism ini- 
tiated by cell enzymes or other products. 

The essentials of inflammation and neoplasia are 
similar as, with adequate severity of irritant and 
periodicity of exposure, there is production of 
tissue unbalance, lawlessness, and dynamic cell 
growth. 

Physiological growth, regeneration, and neoplasia 
utilize the same means to produce a product, and 
resistance is an essential cause for all three. Normal 
growth and regeneration are production under 
control; neoplasia is production without control. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Marquis and Lefeuvre: Is There a Retrograde Cir- 
culation from the External Toward the Inter- 
nal Carotid After Ligation of the Common 
Carotid? (La circulation rétrograde de la carotide 
externe vers l’interne aprés ligature de la carotide 
primitive, existe-t-elle?) Rev. de chir., Par., 1920, 
Ixviii, 680. 


There are four classical routes by which the 
cerebral circulation is re-established after ligation 
of the common carotid: the vertebral and the inter- 
na! carotid on the healthy side, and the vertebra! and 
the retrograde circulation of the external toward the 
internal carotid on the side of the ligature. 

The existence of the first three routes is evident, 
but our knowledge of the réle of the fourth is based 
only on the following facts: 

Hemorrhage from a wound of the common 
carotid artery will not be arrested by a ligature 
placed below it. The blood comes from above by 
what is known as retrograde circulation. Whether 
or not the hemorrhage from above peripheral to 
the common carotid proves a reflux from the internal 
or from the external carotid cannot be determined 
under ordinary operative conditions. The necessity 
for ligation of the internal carotid occurs only rarely. 
In facial surgery, however, the external carotid is 
not uncommonly ligated, and in such cases the 
occurrence of a retrograde circulation was noted in 
ligation of the external as well as of the common 
carotid. Since the blood can reflow from the 
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periphery toward the heart, it was concluded that 
theretrograde circulation in the common carotid was 
due to a retrograde circulation in the external 
carotid and that therefore if the common carotid 
were ligated, its two branches being spared, the blood 
could flow from the external to the internal carotid 
and thence to the cerebrum. Accordingly it seemed 
that after ligation of the common carotid the 
retrograde circulation occurred from the external 
toward the internal carotid. The authors’ experi- 
ments were made in an effort to prove the existence 
of this circulation, but to their surprise the very 
opposite condition was found. 

From a comparison of the number and the im- 
portance of the anastomoses between the external 
carotids and the internal carotids the circulation 
can be explained only on probabilities. There is an 
anastomosis between the two external carotids, 
between the ophthalmic branches of the internal 
carotid, and between the two internal carotids by 
means of the circle of Willis. There is another anas- 
tomosis which joins the vertebral and the internal 
carotid by the intermediation of the basilar trunk 
and the citcle of. Willis (postcerebral and post- 
communicating arteries). The course of this 
anastomosis is direct and the lumina of the arteries 
which constitute it are relatively large. The 
measurements of these arteries in man after moder- 
ate distention by injection are as follows: diameter 
of vertebral, 3 mm.; basilar trunk, 4 mm.; post- 
cerebral, 2.5 mm.; post-communicating artery, 1.8 
mm.; and internal carotid at its confluence with 
the circle of Willis, 4 mm. 

The measure of the pressure in the peripheral ends 
of the internal and external carotids and the compar- 
ison of these values of pressure should give the 
necessary data to solve the problem under investi- 
gation. If the peripheral pressure is the same in the 
internal and external carotids it should provide a 
circulation of blood below the bifurcation. If the 
pressure is greater in the external carotid, the blood 
will pass below the bifurcation from the external to 
the internal carotid. If the pressure is greater in the 
internal carotid artery it will flow in the inverse 
direction. 

In experiments performed on dogs and rabbits the 
pressures in the peripheral ends of the external and 
internal carotids were recorded with a mercury 
manometer and a kymograph. The common carotid 
was divided and connected with the recording 
apparatus. When the pressure in the external 
carotid was measured the internal carotid was 
clamped, and when the pressure in the internal 
carotid was measured the external carotid was 
clamped. The experiments on the rabbits were 
unsatisfactory, and therefore no definite data were 
obtained for this animal. 

The experiments on dogs seemed to show that the 
pressure is greater in the internal carotid than in the 
external carotid by about 40 mm. of mercury. It 
cannot be concluded, however, that the conditions 
are the same in man as there is much difference in 
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the anatomical arrangement of the branches of the 
common carotid. In man the branches form a 
“Y,” while in the dog the external carotid is larger 
than the internal carotid and lies in the line of direct 
continuation of the common carotid. The internal 
carotid branches off at a right angle from the main 
trunk. 

Experiments on the human cadaver were per- 
formed soon after death. An artificial circulatior- 
having been established by means of water pressurn 
and the arteries having been washed free of clotse 
the pressures in the external and interna! carotids 
were determined. The results showed that the 
pressure is between 60 and 70 mm. of mercury 
greater in the internal carotid than in the external 
carotid. Contrary to former ideas on this subject, 
these experiments proved that the retrograde cir- 
culation following ligation of the common carotid is 
established from the internal toward the external 
carotid. FrencH K. HANsEL, M.D. 


Cornioley and Kotzareff: Experimental and Ana- 
tomopathologic Research on Traumatic Toxz- 
mia (Résumé de recherches expérimentales et ana- 
tomo-pathologiques sur la toxémie traumatique). 
Rev. de chir., Par., 1921, xl, 1. 


The authors’ experiments regarding traumatic 
toxemia were carried out on rabbits and guinea 
pigs. The results of 17 experiments, which coincided 
in general with what is already known on the sub- 
ject, are summarized as follows: 

1. While a ligature remained in place above the 
crushing lesions the general phenomena of traumatic 
toxemia remained slight or were absent. 

2. When the ligature was suddenly removed after 
a period of a few hours during which no general 
morbid phenomena were noted the animal died very 
soon as the result of rapid absorption. 

3. Amputation done immediately after a crushing 
injury and above the lesion saved the animal’s 
life, and such animals did not at any time show 
symptoms of shock. 

4. Intravenous or intraperitoneal injection of the 
sterilized and filtered product of muscle crushing 
caused death and the same physiological phenom- 
ena and macroscopic and. microscopic lesions as 
those noted in animals with a crushing injury. 

5. Ifacrushing injury was left exposed the animal 
did not at any time show toxic phenomena as the 
autolytic products were allowed to flow away. The 
fact that shock remained absent although the open 
and non-dressed wound could easily have become 
infected seems to prove that traumatic toxemia is 
not due to bacteria. 

The authors observed also a phenomenon ana- 
logous to that which Gley termed “tachyphylaxia.”’ 
This consisted of rapid immunization against an 
organ extract produced by the injection of a small 
dose of this extract. 

The increase in eosinophile polynuclears which is 
well known clinically as a reaction of the organism 
against the absorption of protein substances 0i 
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animal origin, the nitrogenous disintegration of the 
traumatized tissues and the liberation of free protein 
substances, the fact that proteins are especially 
toxic to the brain, and the mode of death of the 
experimental animals all point to the entrance of 
protein substances into the blood stream as the cause 
of intoxication of the nervous system and death 
from shock. 

In civil practice early amputation in crushing 
limb injuries is repugnant to surgeons. The authors 
suggest that possibly early phlebotomy would 
diminish the stasis found in different organs, espe- 
cially in the portal system, and would eliminate a 
part of the toxin which has already entered the 
general circulation. This should be followed by the 
injection of physiological salt solution, and if cir- 
cumstances permit, by direct or indirect blood 
transfusion. In addition, medication to combat the 
deficiencies resulting from secondary cellular changes 
in the organs should be given. W. A. BRENNAN. 


Murphy, J. B., Nakahara, W., and Sturm, E.: 
Studies on Lymphoid Activity. V. The Rela- 
tion Between the Time and Extent of Lymphoid 
Stimulation Induced by Physical Agents and 
the Degree of Resistance to Cancer in Mice. 
J. Exper. M., 1921, xxxiii, 423. 

Two methods have been described by the authors 
by which definite stimulation of the circulating 
lymphocytes accompanied by hyperactivity of the 
lymphoid centers may be brought about. It was 
first noted that small doses of the X-rays induced 
this condition, but the reaction was of short dura- 
tion as compared with the stimulation occurring 
in cancer-immune mice following inoculation with 
cancer. The stimulation induced by the X-rays was 
preceded by a period during which evidences of the 
destructive action of this agent on the lymphoid 
centers were noted and was followed by a period dur- 
ing which the stimulation phase alone was present. 
By the fourth day the proliferative activity was at 
its height and then quickly subsided. 

The amount of stimulus produced by dry heat was 
much greater in extent and duration than that noted 
after exposure to the X-rays. Immediately after 
the application of the heat there were also marked 
evidences of cell destruction in the lymphoid centers, 
but as judged by the blood pictures the stimulation 
following was more prompt and also of greater 
volume. 

_As the close relation between lymphoid stimula- 
tion and the resistant state to cancer inoculation 

Was quantitative in nature, it would be expected 

that mice whose lymphoid cells were stimulated by 

the X-rays would show a definite degree of resist- 
ance though less than that exhibited by animals 
following heat stimulation. This fact was borne 
out by the authors’ figures on 102 mice to which 
heat was applied one week before inoculation. These 
animals showed an average immunity of 60.3 per 
cent, while 83 normal mice inoculated with the same 
tumors showed an average immunity of 16.5 per 
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cent. On the other hand, in 144 mice X-rayed 
from three to seven days before inoculation the 
immunity was 37.5 per cent, and:in 137 normal 
mice inoculated with the same tumors, which were 
used as controls, the average immunity was 10.4 
per cent. 

If the hypothesis were true that stimulation of 
the lymphocytes of mice definitely reduced. the 
number of takes of cancer grafts, it seemed to the 
authors of importance to know whether there was 
a difference in the resistance percentage when the 
tumor inoculation was made at varying times 
after the stimulus was administered. A series of 
experiments was therefore carried out to test this 
point. From the results it was seen that the resist- 
ance of mice inoculated with cancer immediately 
after a stimulating dose of the X-rays was no higher 
than that of normal mice, but on the average 
somewhat lower. On the other hand, the mice 
inoculated with cancer a week after a stimulating 
dose of the X-rays showed a consistently higher 
degree of resistance which revealed itself both in the 
number of takes and in the rate of growth of the 
tumor. 

These experiments with the X-rays were paralleled 
with similar tests with heat as the agent used to 
stimulate the lymphocytes. The results indicated a 
definitely higher resistance in the mice inoculated 
immediately after the application of heat than in 
the controls, while the mice to which the heat was 
applied a week prior to inoculation showed an even 
more pronounced degree of immunity. The blood 
count after the heat treatment showed a sharp but 
very transitory drop in the number of circulating 
lymphocytes which was followed within twenty-four 
hours by a marked increase and a continuous rise in 
these cells lasting for a week or more. Histologic 
examination of the lymphoid organs of heated 
animals showed that by the end of forty-eight hours 
after the treatment these organs contained a larger 
number of mitotic figures in the germinal centers 
than was normally seen. The height of the reaction, 
judging from the blood pictures and the condition 
of the spleen and lymph nodes, was reached about 
the seventh day after the exposure to the heat. The 
degree of immunity to the transplanted cancer 
seemed to vary directly with the amount of stimula- 
tion of the lymphocytes present at the time of the 
inoculation or immediately following it. 

The resistance shown when the cancer inoculation 
was made at the height of the moderately stimulat- 
ing effect following exposure to the X-rays was much 
less than that noted when the inoculation was made 
at the height of the heat effect when the degree of 
stimulation was much greater. When the lympho- 
cytosis set in after the tumor graft was established 
only a slight effect was noted. 

All of these results together were taken by the 
authors to indicate that the degree of immunity was 
dependent on the amount of lymphoid stimulation 
present either at the time of the cancer inoculation 
or soon after it. G. E. Betisy, M.D. 
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ROENTGENOLOGY AND RADIUM THERAPY 


Tucker, J.: The Use of an Agar-Agar Solution in 
Gastro-Intestinal Roentgen-Ray Work. J. Am. 
M. Ass., 1921, Ixxvi, 1078. 

The author has found that a 0.4 per cent agar-agar 
solution is preferable as a suspension medium for the 
insoluble barium or bismuth salts used in gastro- 
intestinal roentgen-ray work to the commonly used 
buttermilk. It is easily prepared, stable, suspends 
the salts well, causes no gastric symptoms after 
ingestion, is cheap, and gives clear shadows on the 
fluoroscopic screen and roentgen plate. 

Apo.pH Hartune, M.D. 


Petersen, W. F., and Saelhof, C. C.: Selective Or- 
gan Stimulation by the X-Rays: Enzyme Mo- 
bilization. Am. J. Roentgenol., 1921, n. s. viii, 175. 

With a view to determining (1) whether an 
alteration in the titer of serum enzymes occurs 
after roentgen radiation or similar stimulation, (2) 
whether variations in the serum enzymes take 
place when different organs are stimulated, and 
(3) the influence of different degrees of stimulation 
on the alterations in titer, the authors conducted 
a number of experiments on dogs. In their pre- 
liminary experiments they used large doses of 
roentgen rays without filtering for periods ranging 
from fifteen minutes to one hour. With the shorter 
periods of exposure they found that raying of the 
liver and intestinal areas resulted in some mobiliza- 
tion of enzymes, but that following the longer 
periods the titer of the enzymes diminished. 
They then proceeded with a 4 mm. filter of aluminum 
and reduced the time of exposure to five minutes, 
ten minutes, and twenty minutes. In the twenty- 
minute periods the raying was done also without a 
filter. Following such raying considerable altera- 
tions in the serum enzymes could be determined, 
depending on the area rayed and the duration of the 
exposure. 

The studies on the dogs included determinations of 
the nitrogen secretion, the non-coagulable nitrogen 
of the serum, the leucocyte and differential count, 
the coagulation time of the blood, the titer of the 
serum protease, peptidase, esterase (lipase), diastase, 
the anti-trypsin, and the complement titer. With 
regard to nitrogen excretion the authors found that, 
with the exception of the periods following the 
longest exposures of the liver, there was no apparent 
increase following the roentgen-ray periods in the 
course of the experiments. The non-coagulable 
nitrogen of the serum was altered to a considerable 
extent only following raying of the liver area, when 
an increase of as much as 50 per cent was occasionally 
determined after raying for ten minutes or more. 
This increase persisted for several days. 

Relative to the leucocyte count it was observed 
that following the raying of the liver a leucocytosis 
of transient nature resulted and that following ray- 
ing of the intestinal area there was a step-like in- 
crease until a relatively high leucocytosis (15,000) 
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was maintained. The commonly observed leuco- 
penia which follows raying in the human subject 
was not observed in these animals with the doses 
employed. The differential count following the 
raying of the hepatic area showed a well-marked 
eosinophilia in three of four dogs. Raying of the 
intestinal area and the splenic area resulted in 
general in a diminution of the mononuclear ele- 
ments and a relative increase in the polymorphonu- 
clear cell forms. The blood coagulation time was 
usually reduced from one to two minutes im- 
mediately following the raying. There seemed very 
little difference whether the splenic or hepatic or 
intestinal area was rayed, the result being apparent 
whatever region was stimulated. 

As regards the serum enzymes it was found that 
raying the hepatic area increased the serum pro- 
teases after the ten-minute exposure. The long 
exposure when unscreened was no longer eflective. 
Protease appeared also in the serum after raying of 
the intestinal area, while raying of the spleen seemed 
in general to be followed by a diminution of the 
originally high titer. After raying of the liver, 
peptidase made its appearance but never to the 
extent observed after raying of the intestinal area. 
Raying of the splenic area was never followed by 
such mobilization. Moderate doses of the roentgen 
rays seemed to mobilize the lipase after raying of 
the hepatic as well as the intestinal area; raying of 
the splenic area, on the other hand, seemed to cause 
a gradual reduction in the amount of lipase in the 
serum. The diastase curve usually took a short 
sharp rise following raying of the spleen. Raying of 
the intestinal area did not influence the titer as a 
rule but raying of the splenic area was followed by a 
diminution. The complement titer seemed un- 
affected by the rays in the dosage employed. 
Fluctuations in the titer of the serum anti-ferment 
were very marked. Usually the titer increased for 
a short time following the exposure, then dimin- 
ished, and finally increased again gradually for 
from forty-eight to seventy-two hours. The most 
marked effect followed the more intense periods of 
exposure. 

While the clinical development of the roentgen 
ray and the related radiant agents has been con- 
fined largely to the field of diagnosis and local 
therapeusis, the possibility of a remote therapeutic 
effect produced by the action on serum enzymes is a 
factor which must be taken into consideration. The 
regional stimulation of the abdominal organs re- 
ported in this paper may perhaps be of some 
significance in the study of the intoxications brought 
about by the roentgen rays and similar agents. If 
pathologic lesions are influenced by the serum 
enzymes it seems possible to the authors that 
through the stimulation of organs by the X-ray or 
some other related agent a means of obtaining such 
therapeutic control is offered. At the present 
time it is impossible to state definitely whether or not 
the metabolism of the normal cell is altered by the 
alteration in titer of serum enzymes, but where 

















necrotic tissue is dealt with the assumption seems 
plausible that an increase of the proteolytic serum 
enzymes would hasten the removal of such material 
provided other factors influencing digestion are 
favorable. Therefore such enzyme mobilization 
should be borne in mind in a study of the remote 
effects of radiant agents, not only when toxic mani- 
festations are dealt with, but also when favorable 
therapeutic influences are made manifest. 
ApotpH Hartunec, M.D. 


Lawrence, W.S.: Remarks on the Technique of the 
Roentgen Examination of the Kidneys. Am. 
J. Roentgenol., 1921, n. s. viii, 115. 


In kidney work the chief aim should be to pro- 
duce plates showing the whole kidney outline 
distinctly and without the aid of the imagination. 
Only such plates will possess the maximum diagnos- 
tic value. If the kidney substance shows clearly, 
denser substances will show much more clearly. 
To make distinct plates with uniformity and 
certainty certain points of technique are abso- 
Jutely essential. 

Of first importance is the quality of the ray used. 
The best results are obtained with a tube backing 
up a 3 to 31% in. spark, passing 35 milliamperes 
from 4 to 8 seconds, depending upon the size of the 
patient. Second in importance is correct com- 
pression. A compression cylinder having a diameter 
of not more than 5 in. at a distance of 13 in. from 
the target and equipped with a convex aluminum 
cup should be pressed in as high up and as far 
laterally as possible under the costal arch, as much 
pressure being made as the patient can stand. 

As regards preparation of the patient, Lawrence 
states that in the absence of constipation and gas 
formation in the colon the examination may 
be made successfully without previous preparation, 
but that preparation is best in every case when 
circumstances permit. This should consist of the 
administration of a thorough laxative the night 
before the examination and an enema given as 
nearly as convenient immediately preceding it. 

The fourth essential for good plates is absolute 
control of the patient’s respiration as even a slight 
respiratory movement is apt to obliterate the de- 
sired detail. 

If the technique described is accurately carried 
out, the kidney outline will be revealed in every 
case, whether the patient is large or small, fat or 
lean. The best subject, however, is the rather fat, 
small person who has ample perinephritic fat to 
give the desired contrast. Apo.pH Hartune, M.D. 


Bordier, H.: The Dangers of Radium (Les dangers 
du radium). Presse méd., Par., 1921, xxix, 413. 


According to a recent article by Mottram of the 
London Radium Institute, prolonged exposure to 
radium is more dangerous than prolonged exposure 
to the roentgen rays. The danger is the greater 
because it is not manifested by an external lesion. 
It is the blood-forming organs which are affected, 
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and if the condition is not observed in time death 
may result from pernicious anemia. 

Bordier gives the details of three cases, those of a 
nurse and two laboratory assistants at the London 
Institute who succumbed to pernicious anemia 
which he believes was caused undoubtedly by radium 
rays. The anemia in all three cases was character- 
ized by a decrease in the number of red cells, poly- 
nuclear leucopenia, and absolutely no signs of regen- 
eration. It resembled an anemia produced by toxic 
gases such as nitrotoluol. 

In examining the blood of a number of laboratory 
assistants Bordier found that it showed fewer red 
cells than the blood of other persons living in 
the same building but not exposed to the rays. He 
also performed some experiments on rats, keeping 
them for periods varying from twelve to four hundred 
and sixty hours in a cage with two pieces of radium 
bromide of 80 mg. each covered with 2.25 mm. of 
lead. The animals were killed after varying periods 
and the marrow of the femur was examined. After 
forty-eight hours there was a difference in the bone 
marrow between the irradiated animals and the 
control animals. The longer the exposure to the 
rays the greater the decrease in the number of 
mitoses. 

These experiments and clinical cases show that 
the very penetrating rays of radium have a des- 
tructive action on the bone marrow and other blood- 
producing organs which is not possessed by the 
roentgen rays or the beta rays of radium. Bordier 
points out, however, that the new X-ray tubes have 
increasingly greater penetrating action and that as 
the intensity of these rays increases roentgenologists 
may be exposed to the same danger as those who 
work with radium. Auprey G. Morcan, M.D. 


Klose, H.: The Surgical Complications of War 
Epidemics Other Than Influenza (Die chirur- 
gischen Komplikationen der Kriegsseuchen mit 
Ausschluss der Grippe). Ergebn.d.Chir. u. Orthop., 
1921, Xill, I. 

The author discusses the surgical complications of 
typhoid, Paratyphoid A and B, and dysentery to- 
gether. Inflammation of the lymphatic structures 
of the lower ileum often leads to purulent peritonitis 
and intestinal hemorrhage. Operation is generally 
not indicated by hemorrhage as it is too difficult 
to find the site of the bleeding. In cases of perfora- 
tion the earlier operation is performed the better the 
results. Typhoid and dysentery are both frequently 
accompanied by appendicitis. Several cases are re- 
ported in which operation was successful. 

In extensive necrosis and gangrene of the intestine 
due to dysentery surgical treatment is hopeless. 
Intestinal paralysis often occurs in the course of 
this disease. The author performed enterostomy in 
four such cases but saved only one patient. Not all 
cases of chronic dysentery are suitable for surgical 
treatment but in properly selected cases opening and 
emptying the intestine and intestinal irrigation have 
good results. The author prefers Witzel’s oblique 
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cecal fistula as it is not possible to empty the 
intestine satisfactorily through an appendicostomy, 
and if a cecal anus is made it may be necessary to 
keep it open permanently as the ulcerated large 
intestine does not always resume its function. No 
part of the large intestine should be totally excluded 
as this leads to collapse; the ulcerated walls adhere 
to each other and the intestinal lumen is closed. 

The after-treatment by intestinal irrigation is 
very tedious and must be kept up for months. If 
recurrence is to be avoided the fistula must not be 
closed until there is absence of mucus, blood, and 
pus in the stools, the patient is able to digest a full 
diet, rectoscopic examination shows that the mucous 
membrane is normal,the roentgen examination shows 
normal motility, and the patient has been free from 
recurrence for at least three months after the 
intestinal irrigation has been stopped. 

The inflammatory circumscribed tumors of the 
large intestine which appear often after dysentery 
and more rarely after typhoid should be resected, 
and hemorrhoids, prolapse of the rectum, and 
volvulus, which often follow dysentery, should be 
treated on the usual surgical principles. 

Typhoid bacteria frequently settle in the gall- 
bladder, the lymphatic tissues, the mesenteric 
glands, the spleen, and the bone marrow, and 
only slight trauma is necessary to arouse them to 
renewed virulence. In suppurative typhoid throm- 
bophlebitis resection of the diseased veins is in- 
dicated. Suppurations caused by the bacteria in 
any part of the body should be drained. Typhoid 
spondylitis frequently involves several vertebrae 
but rarely causes curvature. Persons with this 
condition should wear a plaster corset for several 
months. Typhoid bacilli rarely cause joint in- 
flammations. In the cases of typhoid carriers the 
author recommends cholecystectomy. The prog- 
nosis in typhoid suppuration of the liver is poor 
if the abscesses are multiple but in cases of single 
abscess the mortality is only 17 per cent. The 
prognosis in typhoid abscess of the spleen is good. 

The most frequent complication of typhus fever 
is gangrene of the extremities. Operation is neces- 
sary. Secondary infections and processes in the 
larynx, middle ear, mesenteric lymph glands, and 
kidney capsule must be treated surgically. 

Malaria is frequently followed by splenic abscesses. 
These should be treated surgically. Cirrhosis of 
the liver with ascites is also a common sequela. 
Good results are obtained from Talma’s operation 
combined with internal treatment for malaria. 
In all surgical operations on patients who have suf- 
fered with malaria the possible awakening of a latent 
malaria must be taken into consideration. A 
wandering spleen should be removed. Splenectomy 
is indicated also in cases of rupture of a malarial 
spleen. In simple malarial splenomegaly medical 
and roentgen treatment is preferable. 

In smallpox. phlegmonous or gangrenous pro- 
cesses or suppurations, especially in the testicle$, 
joints, and spleen, may demand surgical treatment. 
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In scorbutus, in addition to the changes in the 
gums and torpid furuncles, there may be hzemor- 
rhagic effusions in the joints, the muscles, and 
beneath the periosteum which demand surgical 
treatment. Corey (Z). 


Stephens, R.: Osteomyelitis Following War In- 
juries. J. Orthop. Surg., 1921, iii, 138. 

The treatment of osteomyelitis following war 
injuries varied at the different hospitals, both in 
France and in the United States, and therefore some 
of the cases were treated by several methods as 
they were sent from one hospital to another. 

Of a series.of 174 patients with war injuries who 
were examined, 61 (35 per cent) had chronic 
osteomyelitis. In 7, the condition was due to other 
causes than gunshot wounds. In the remaining 54 
it was the result of injuries inflicted by bullets, 
shrapnel balls, or explosive shells from ten to twenty- 
one months previously. It had been quiescent for 
periods varying up to one year; 49 cases had been 
closed less than six months. 

The presence of through-and-through tunnels, 
cavities, or simple fistule probably depended on 
the extent of the injury and the early treatment. 

In 6 cases the superficial scar was broken down 
very easily by mild trauma or a low-grade infection, 
but bone disease could not be demonstrated. In 
2 cases, a periosteoma, a definite fungus-like growth 
from the periosteal surface of the femur, was noted. 
One followed infection after a plating operation 
on a simple fracture, and the other was an osteomy- 
elitis due to a severe contusion. Rocher states that 
very complete removal is necessary for its cure. 

In 4 cases which showed the presence of a trough 
the roentgen ray demonstrated that radical bone 
operations had been done and the cavities were 
well obliterated. From 1 of these a sequestrum was 
removed. There were 2 cases of non-union in 
fractures of the ulna due to disease. 

Seven cases showed the presence of shell frag- 
ments, but in only 2 did they seem to prolong the 
healing of the lesion. 

Sequestra were present in approximately half 
of the cases and in variable locations. Of 10 amputa- 
tion stumps 5 showed spur formation but this ap- 
parently has no relation to bone disease. 

The aims in the treatment of compound fractures 
and bone wounds at the time of injury were as 
follows: (1) the removal of foreign bodies and free 
and mobile bone fragments, (2) the obliteration of 
dead spaces, (3) the prevention or removal of in- 
fection, and (4) efficient reduction, splinting, etc. 
as indicated. If all of these aims had been achieved 
most of the cases we see today could have been 
prevented. Many of the cases, however, were 
treated under circumstances far from ideal. 

In the later stages of chronic osteomyelitis the 
object of treatment is somewhat the same, namely, 
the removal of remaining foreign bodies, sequestra, 
and infection, and the obliteration of cavities, tun- 
nels, and fistule. 




















In chronic cases the condition is more difficult 
to overcome as usually there is extensive osteo- 
sclerosis. Dehelly and Loewy emphasize the im- 
portance of obliterating the cavities during the 
period of early treatment or acute infection. 

With the assistance of the X-ray all free and 
mobile adherent fragments and detached periosteum 
should be removed judiciously. 

Inchronic osteomyelitis of idiopathic or traumatic 
origin the infection is more apt to spread because it 
has no outlet. Chutro considers the fistula type 
superficial because of the presence of an outlet 
and a so-called lymphatic blockade. Others believe 
it is often very deep. 

Dense osteosclerotic bone about a cavity forms a 
protective wall against infection and should not 
be removed except when a good blood supply is 
necessary for new bone production. To obliterate a 
tract or cavity the edges and underlying bone should 
be removed and the defect converted into a saucer- 
like shallow depression. If a tunnel is present the 
weakest or the most accessible wall may usually 
be removed. Bone defects may be filled in by forcing 
wedges of bone into them with some pressure, by 
free tissue transplantation, and by the use of 
pedicled flaps of fat or muscle. 

In the author’s experience the fat flap has failed 
in every instance but the muscle flap has been very 
successful. Other methods described are: crushing 
down the remainder of the involucrum to fill the 
cavity after removal of the sequestrum and the 
weekly application of 3% per cent tincture of 
iodine; allowing the soft parts to fall in; firm packing 
of the wound; and the use of skin flaps, the sterile 
blood-clot, Soresi’s method of trephining, and the 
polyvalent serum of Leclainche and Vallee. The 
results of these procedures have been variable. 

The use of various antiseptics has’ been unsatis- 
factory because when they are of sufficient concen- 
tration they cause tissue necrosis and probably the 
formation of new sequestra. 

Paste, wax, and similar materials have been tried 
extensively and some surgeons have obtained ex- 
cellent results with them. The author considers 
their use limited as they may act merely as foreign 
bodies. Artificial light and sunlight have been em- 
ployed undoubtedly with great benefit. 
_Subperiosteal resection may be indicated occa- 
sionally in the upper extremities where length is not 
so important as in the lower extremities. The 
best results are obtained in the young as in children 
bone evolution is still incomplete. In adults bone 
grafting is usually necessary. 

Bone disease in amputation stumps may be 
cured by the removal of a foreign body or seques- 
trum and curettage, but occasionally re-amputation 
is beneficial if the shortening of the stump will not 
affect the application of a satisfactory prothesis. In 
other cases re-amputation is absolutely necessary. 

All of the author’s cases were treated with ex- 
treme conservatism. In some instances incision and 
drainage of an acute flare-up and the removal of a 
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foreign body or sequestrum were sufficient. When a 
tunnel or cavity was present the sequestrum was 
removed, the cavity obliterated, and the wound left 
wide open for treatment by the Carrel-Dakin meth- 
od. Stephens had no occasion to use pedicled flaps. 

The last examination showed that in 40 cases 
the wound was closed, in 8 cases which were not 
operated upon the condition remained the same, 
and 6 cases apparently needed further treatment. 
The remaining 7 were operated on only recently. 

Of the 6 patients requiring further treatment 3 
had been subjected to extensive operations which 
had no effect upon the condition. In 1 of these 
cases a definite sequestrum was found, and in an- 
other, a shell fragment. A third showed an exten- 
sion of necrosis. In the fourth a sequestrum was 
present which apparently was not found at opera- 
tion. The fifth showed a periosteoma recurrence, 
and the sixth a new sequestrum. 

Physiotherapy has been employed whenever 
possible and has undoubtedly shortened the period 
of disability in most cases by maintaining muscle 
tone and preventing loss of function. In some 
instances it has even improved the function of 
neighboring joints. 

Occupational therapy and recreation have kept 
these ex-service men busy, happy, and satisfied, and 
have been of a great value in the treatment. 

R. S. Rercn, M.D. 


LEGAL MEDICINE 


When Entitled to Medical and Hospital Aid. 
Chicago-Sandoval Coal Co. vs. Industrial Com- 
mission et al. (Ill.), 128 N. E. R., p. 567. 


An employee of a coal company strained himself 
while attempting to lift a coal car which had left 
the track. He continued to work until it became 
necessary for him to go to a hospital and submit to 
an operation. The company contended that it was 
not liable for the medical, surgical, and hospital 
services because they were not rendered or requested 
within eight weeks of the date of the injury. 

The Compensation Act of Illinois provides that 
the employer shall provide necessary first-aid med- 
ical, surgical, and hospital services, and also medical, 
surgical, and hospital services for a period not 
longer than eight weeks and not exceeding $200. 
The employee, however, may secure his own phy- 
sician, surgeon, or hospital services at his own 
expense if he so desires. 

It is evident from these provisions that the legis- 
lature intended that the medical, surgical, and 
hospital services for which the employer is liable 
must be necessitated by the injury, but that such 
liability should not be limited to the eight weeks 
immediately following the injury if the necessity 
for such services does not arise immediately follow- 
ing the injury. The Industrial Commission, there- 
fore, did not err in awarding in this case $200 for 
medical, surgical, and hospital services. 

J. A. CASTAGNINO. 
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Malpractice Not Shown in Compound Fracture 
Case. Connelly vs. Cone et al. (Mo.), 224 S.W. R., 
p. 101!. 

Three physicians were charged with malpractice 
in reducing and treating a compound fracture of one 
of the plaintiff’s legs which he sustained by being 
thrown out of a buggy. The evidence showed that 
he fell so that the bones of the leg protruded through 
the flesh, his clothing, and a rubber boot, and stuck 
into the ground; that he had to be taken ten or 
twelve miles for treatment; that it was at least two 
hours before treatment could be obtained; and that 
while on the ground he and the man who assisted 
him into the buggy straightened out the broken leg, 
pulling the bone back into the flesh. Necessarily 
a certain amount of dirt was pulled into the flesh 
and several fragments of loose bone remained in the 
leg. 

No witness testified that the treatment of the 
injury by the defendants was done in a negligent 
or unskillful manner. Negligence could be claimed 
only on the basis of the result of the injury and its 
treatment. The principal fact relied on in this re- 
spect was that thirty days after the physicians 
had begun to treat the case, when a serious infection 
had been set up and pus was being emitted from the 
wound, a fragment of leaf the size of the thumb nail 
and small slivers of bone were discharged from time 
to time. About sixty to sixty-five days after the 
injury the defendants told the plaintiff that his leg 
should be rebroken and set properly, but he stated 
that he was not strong enough to stand this operation. 

The court concluded that there was failure of 
proof to show that the plaintiff’s misfortune was 
added to by negligence or unskillfulness on the part 
of his physicians. J. A. CASTAGNINO. 


Knowledge Not Intended to be Confidential. 
Swarts’s Will (Okla.), 192 Pac. R., p. 203. 


A patient should be encouraged to give the at- 
tending physician full and complete information as 
to his physical infirmities in order that the latter 
may be placed in a better position to give intelligent 
treatment. A patient is encouraged to speak freely 
to his physician by the fact that his statements are 
held in strict confidence and safeguarded by statute. 

The physician in this case was called early in the 
morning of the day when the patient's will was made, 
the day before her death. He informed her that her 
condition was serious and that there was no hope for 
her recovery. The court did not consider it 
an error to permit the physician to testify in con- 
tested proceedings for the probaate of the will 
since all that he testified to was that the patient was 
suffering with jaundice and this information was 
not obtained by reason of his knowledge as a 
physician, but rather by reason of knowledge 
possessed equally by the laity. Other persons in 
the room knew just as well as the physician that the 
testatrix was suffering with that condition. 

If the physician and the patient had been alone 
and if it appeared that what was said by the patient 
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was intended to be confidencial, or if the physician 
found it necessary to examine the person of the 
patient, there would be some reason for claiming that 
the veil of secrecy should be thrown over these 
communications and discoveries. Under the cir- 
cumstances, what was said was not intended to 
be confidential as third persons were present and 
heard the entire conversation between the patient 
and the physician. Therefore the statutory pro- 
vision was not applicable. J. A. CASTAGNINO. 
Validity of Contract for Services. Butler vs. Old- 
ham (Ark.),224S.W. R., p. 985. 


Dr. Abbott became seriously ill with pneumonia 
and was removed to a hospital, where he remained 
until the date of his death under the constant care of 
nurses and two physicians. The plaintiff and Dr. 
Abbott were personal friends. During the afternoon 
of the day before Dr. Abbott died one of the nurses 
at the hospital telephoned to the plaintiff, stating 
that Dr. Abbott asked him to come to see him. 
After finishing his professional calls for the day the 
plaintiff went to the hospital where Dr. Abbott was, 
arriving at about 11 o’clock at night. He went 
immediately to see Dr. Abbott and then remained 
with him until he died the next morning at about 7 
o’clock. 

After the plaintiff reached the bedside of Dr. 
Abbott, the latter drew a check for $1,000 payable 
to the plaintiff and gave it to a man who accompan- 
ied the plaintiff, with instructions to deliver the 
check to the plaintiff as compensation for his serv 
ices in attending him from then until his death, or 
for a period of ten days if he lived that long. 

On the trial of the case the plaintiff adduced 
testimony tending to show that after he reached the 
bedside of Dr. Abbott and had talked with him to a 
considerable extent, he was about to return to his 
home when Dr. Abbott requested him to remain 
there in attendance, and it was agreed that he 
should receive $1,000 for his services. Other testi 
mony tended to show that at that time Dr. Abbott 
was not mentally capable of transacting business. 
An attending physician testified that Dr. Abbott 
was unconscious most of the week preceding his 
death, but had lucid intervals. One of the nurses 
testified that he had a high fever and was frequently 
irrational and that from about 5 o’clock of the even 
ing before his death it was apparent that the end 
was very near. 

Other evidence in the case and circumstances 
warranted the conclusion that Dr. Abbott was not oi 
sufficient mental capacity on the night before his 
death to enter into any business transaction. This 
being true, there was no express contract between 
the plaintiff and Dr. Abbott for compensation for 
the services of the former, and the plaintiff could 
recover only the reasonable value of his services. 
The trial court found the value of these services to 
be $150 and allowed a claim to that extent. The 
Supreme Court denied a rehearing. 

J. A. CASTAGNINO. 

















Payment under Contract with Employer May 
Exceed Amount in Compensation Act. Col- 
lins vs. Joyce et al., Minnesota Supreme Court, 178 
N.W.R., p. 503- 

The defendants and Boltz, their employee, were 
both within the jurisdiction of the Minnesota Work- 
men’s Compensation Act which made it the de- 
fendants’ duty to provide Boltz with medical and 
surgical supplies up to $100. The defendants con- 
tended that a contract to pay more than that amount 
should not be implied by a request made by them to 
the plaintiff, a physician, to attend Boltz and that a 
judgment for more than the amount fixed by the 
Act could not be sustained on the grounds of an 
express contract. 

The Minnesota Supreme Court concluded that 
there was no good reason why the defendants might 
not agree to furnish medical and hospital attention 
and supplies to their employee in excess of their 
statutory obligation if they saw fit to do so, and no 
reason why they might not obligate themselves to 
pay the plaintiff the full value of such services 
furnished to their employee at their request. The 
plaintiff testified that he was called by Rasmussen, 
one of the defendants, and that while they were on 
their way to attend Boltz, the plaintiff asked, ** What 
about my pay?” and that Rasmussen replicd: ‘‘We 
carry insurance; we get our money from the in- 
surance company and then we pay you. You don’t 
need to worry about that.”” The fact probably was 
that neither party thought or knew of the limitation 
of the Compensation Act. 

The court thought the jury might construe the 
language used as a contract to pay the value of the 
services the plaintiff should render to Boltz. The 
plaintiff was permitted to say that he performed 
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his services on the credit of the defendants rather 
than on that of Boltz. This was held proper. The 
defendants, however, offered proof tending to show 
that he gave credit to Boltz. Verdict for the 
plaintiff was affirmed. J. A. CASTAGNINO. 


Death from Septicemia through the Gum After 
Extraction of Tooth Not Accidental. Ramsey 
vs. Fidelity & Casualty Co., Tennessee Supreme Court, 
223 S. W. R., p. 841. 


Death from injury to the gum caused by the ex- 
traction of a tooth which made a portal of entry for 
bacteria into the circulatory system and resulted 
in septicemia was held not within a policy insuring 
against “bodily injury through accidental means 
exclusive of all other causes.’”’ The inevitable re- 
sult of the extraciion of a tooth would be the break- 
ing down and laceration of the gum tissue. Only 
the septicemia which followed the pulling of the 
tooth and the laceration of the gum tissue was 
unexpected. J. A. CAsTAGNINo. 


Right of Child to Damages for Prenatal Injuries. 
Drobner vs. Peters (N. Y.), 184 N. Y.Supp., p. 337- 


A child, injured for life through the negligence of 
the defendant before it was born, may recover 
damages for the injuries thus received. The com- 
mon law is sufficiently elastic to fit itself to new con- 
ditions and to progress with advancing civilization 
and our ever-growing humanitarianism. It is 
therefore but a manifestation of this spirit of the law 
to recognize the responsibility of the defendant to 
this child doomed to go through life permanently 
injured in head, body, and limbs. 

J. A. CASTAGNINO. 














UTERUS 


Huntington, J. L.: Acute Inversion of the Uterus. 
Baston M. & S. J., 1921, clxxxiv, 376. 


After giving a brief historical sketch of acute 
inversion of the uterus, the author reports two very 
interesting cases of his own. One of these patients 
made an excellent recovery after a laparotomy and 
reduction of the inverted fundus of the uterus 
by taxis. The other died of sepsis sixteen days after 
several unsuccessful attempts, under ether, to effect 
reducticn through the vagina which were followed 
by abdominal hysterectomy. The conclusions drawn 
are as follows: 

1. Acute inversion of the uterus postpartum may 
occur spontaneously. 

2. Insertion of the placenta in or near the fundus 
of the uterus seems the most probable etiological 
factor. 

3. As the fundus, weakened by being the pla- 
cental site, may be encountered, great care is neces- 
sary in expressing the placenta by pressure from 
above. . 

4. Shock, whether or not accompanied by post- 
partum bleeding, demands immediate vaginal 
examination unless the typical spherical fundus can 
be felt distinctly through the abdominal wall. 

5. When the diagnosis is made too late for manual 
reposition from below, immediate laparotomy and 
reposition by traction followed by direct transfusion 
offer the best chance for a successful outcome. 

Harvey B. Mattruews, M.D. 


Peffer, J.: The Results of Interposition of the 
Uterus in Prolapse (Die Erfolge der Interposition 
uteri bei Prolapsen). Monatsschr. f. Geburtsh. u. 
Gynaek., 1921, liv, 236. 

Watkins first performed interposition in 1898, but 
Wertheim first published the method in 1899. Four 
weeks later it was described by Schauta. The 
original technique proposed by Wertheim and 
Schauta is no longer used as the morbidity and mor- 
tality were high. Since the introduction of sus- 
pension and symphysiopexy the results have been 
much better. The mortality, which at first was 
between 6 and 7 per cent, has now been reduced to 
2 per cent or less. A cure is obtained in over go 
per cent of the cases. Cramer gives the mortality as 
1.2 per cent and the percentage of permanent cures 
as 96.5 per cent. The corresponding figures given 
by von Franqué are 1.5 and 95.3 per cent, and those 
given by Wertheim, 0.85 and 97.5 per cent. Fuchs 
states that his permanent cures amount to 97.3 
per cent, and Violet, Braecker and Tickanadse claim 
that they obtain a permanent cure in every case. 
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In the author’s clinic 95 cases were treated by 
this method from 1915 to 1920. Four were cases of 
recurrence after other operations. Peffer divides 
these cases into prolapse of the first, second, and 
third degrees. In those of the first degree the genital 
opening when contracted admits one or two fingers, 
while in those of the second degree it admits two 
or three fingers, and in those of the third degree a 
greater number may be inserted. Fifteen per cent 
of the cases were of the first degree; 40 per cent, of 
the second; and 45 per cent, of the third. The 
mortality was 2 per cent. Two patients died of 
septicemia and bronchopneumonia. There was total 
recurrence in one case (1.2 per cent), partial recur- 
rence in 6.4 per cent, and a permanent cure in 
92.4 per cent. The method of operation is briefly 
as follows: 

A longitudinal incision is made from the urethra 
to the cervix, the edges of the incision are under- 
mined, and the bladder is dissected free. If the 
patient has not reached the climacteric a tube 
sterilization is performed. The peritoneum of the 
bladder is sutured to the posterior wall of the uterus. 
A silk thread is then passed through the fundus near 
the insertion of each tube and fixed to the corre- 
sponding arcuate ligament. The superfluous flaps of 
vagina are resected and the edges sutured over the 
uterus, the latter being caught with each stitch so as 
to prevent the formation of niches which would 
favor the development of bacteria. A perineor- 
rhaphy is done inevery case. Careful hemostasis is 
necessary throughout the operation. 

The subjective results were excellent in all cases. 
Recovery was uneventful. There were no cases of 
hemorrhage, suppuration, or cystopyelitis. In 
Peffer’s opinion a permanent cure may be obtained 
by a careful technique in every case. He compares 
interposition of the uterus with other operative 
procedures. The chief methods in use now are the 
Duehrssen-Mackenrod vaginal fixation and the 
Alexander-Adams operation. Doederlein in report- 
ing 1,000 cases gives the percentage of cures ‘ob- 
tained by these plastic methods as 70 per cent. 
Of the 30 per cent of recurrences, 5 per cent were 
severe recurrences. Fueth recently reported 74.1 
per cent of cures. The permanent recoveries follow- 
ing the interposition operation average between 92.5 
and 93 per cent and the recurrences only 1 or 2 per 
cent. A further advantage of the latter method is 
that it allows coition. Peffer concludes that in 
prolapse of the first degree interposition should be 
supplemented by perineorrhaphy. In_ prolapse 
of the second degree in young women who desire 
children it is contra-indicated, but in all other cases 
—those of young women who do not desire children, 

















women who have passed the menopause, and cases 
of prolapse of the third degree—it is the operation 
of choice. A. G. Morean, M.D. 


Gutiérrez, A.: Hazmatometra and Appendicitis 
(Hematometra y apendicitis). Semana méd., 1921, 
XXviii, 308. 


A girl, aged 13 years, who had not yet men- 
struated, was operated upon for appendicitis. When 
the abdomen was opened a round mass which 
suggested the uterus was seen. The cecum and 
appendix were strongly adherent to the right tube. 
The appendix, which was greatly congested, was re- 
moved. Aspiration of the uterus withdrew colored 
fluid which resembled menstrual blood. The upper 
part of the vagina showed ctresia. The menstrual 
blood had been retained in the uterus and the upper 
part of the vagina. The reason the symptoms were 
not more marked was probably that the onset of 
menstruation was very recent and the blood reten- 
tion not sufficient to cause uterine colic. 

Cases of appendicitis have been reported in which 
the first crisis began in puberty before or during the 
first menstruation. In these cases the appendix was 
very large, protuberant, in a low pelvic situation, 
and near the right adnexa or united to them by 
some inflammatory process. One author described 
a serous membrane which, beginning in the upper 
external part of the right broad ligament, sometimes 
becomes fixed posteriorly in the meso-appendix. By 
uniting the appendix and the right adnexa this 
membrane forms a route by which an infectious 
process may spread. W. A. BRENNAN. 


Solomons, B.: Some Remarks on the Danger of 
the X-Rays in the Treatment of Fibroids of the 
Uterus. Med. Press, 1921, n. Ss. cxi, 273. 


Although the use of roentgen therapy for fibroids 
of the uterus has proved itself of value both by 
reducing the tumor and controlling the hemorrhage, 
it has certain disadvantages. Aside from the ex- 
pense and time required for the satisfactory carrying 
out of the treatment, the danger of malignant 
degeneration associated with the fibroid condition 
must always be considered. A case in point seen 
by the author is cited in detail, and another one 
reported by Martindale adds evidence of the danger. 

The inhibition of ovarian secretion which is 
invariably associated with roentgen treatment of 
fibroids is also a factor of importance. The train of 
symptoms which this brings on is not produced if a 
hysterectomy is performed and both ovaries are 
left. ApoipH Hartune, M.D. 


Dartigues, L.: The Operative Technique of Fibro- 
myomectomy by Conservative Cervical Hys- 
terotomy, Unilateral or Bilateral (Technique 
opératoire de la fibromyomectomie par hystérotomie 
cervicale conservatrice uni- ou bicommissurale). 
Rev. frang. de gynéc. et d’obst., 1921, iii, 1. 


Many fibromyomata of the uterus can be removed 
by the conservative vaginal operation without the 
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destruction or removal of any part of the uterus. 
The uterus is drawn down to the vulva and an in- 
cision extending up to the isthmus is made in one 
side of the cervix. In some cases this incision ex- 
poses the tumor sufficiently for its removal but if 
it does not it may be extended. Both sides may be 
incised and if necessary the incision may be carried 
up into the body of the uterus. The tumor may then 
be removed as a whole or in fragments. When it is 
large, a cone of tissue may be removed by means of 
a knife passed down to the tip of a corkscrew. In 
some cases after it has been reduced in size in this 
manner the rest can be removed as a whole with the 
scissors or a knife, but often it is necessary to re- 
move the entire growth bit by bit. Great care and 
skill are essential in this part of the operation to 
avoid perforating the wall of the uterus. To 
the experienced operator, however, the feel of the 
tumor tissue is quite different from that of the 
uterine wall. 

After the removal of the tumor the cavity left 
in the uterine wall should be carefully cleansed with 
sponges; it is not well to irrigate as fluid might pass 
through the thinned wall or some unsuspected 
fissure into the peritoneum. Compresses wet with 
hydrogen peroxide may be used. The uterus should 
then be tamponed before it is sutured. The gauze 
used should not have ravelled edges. Great care 
must be taken to pack the cavity so that no dead 
space is left. Chromicized catgut is the best suture 
material as it is not absorbed too quickly. The 
final step is the tamponing of the vagina. 

The article contains numerous illustrations show- 
ing the steps of the operation and the special in- 
struments employed by the author. 

A. G. Morcan, M.D. 


Hornung, R.: The Operative Treatment of Myoma 
(Unsere Erfahrungen der operativen Myombe- 
handlung). Zentralbl. f. Gynaek., 1921, xlv, 381. 


The author reports the results of 447 operations 
for myoma, 25 per cent of which were performed on 
nullipare. The chief symptoms were pain and 
hemorrhage. In some cases there were urinary 
symptoms consisting of a feeling of pressure on the 
bladder or of traction on its neck. In 47 cases there 
were complicating tumors of the adnexa; in 31, 
cystomata; in 2, adenocarcinoma of both ovaries. 
Sarcomatous degeneration was present in 9 cases 
(2 per cent). In 5 cases there was also carcinoma of 
the body of the uterus, and in 2 cases carcinoma of 
the cervix. If 2 cases of carcinoma of the uterus 
which were complicated by myoma are included, 
carcinoma was associated with myoma in 2 per 
cent of the total number. 

Six patients were pregnant and in 2 cases there 
was tubal pregnancy. The total mortality was 8 
deaths (1.79 per cent). This is the lowest per- 
centage that has been reported in the literature to 
date. Embolism of the lung occurred on the 
fourth, ninth, and tenth days respectively in 3 
cases which were progressing uneventfully up to 
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that time. One patient died of ileus, 1 of toxemia, 
and 3 of sepsis. The adnexa on both sides were re- 
moved in 210 cases; on one side in 79 cases. 

Lumbar anesthesia was used in 73 vaginal and 55 
abdominal operations. In 5 cases sacral anesthesia 
was employed, and in 8, local anesthesia. In the 
rest the anesthesia was induced with ether. In 
the 6 cases complicated by pregnancy total ex- 
tirpation was done. In 4 enucleations of the preg- 
nant uterus abortion occurred in only 1. In 1 case 
an injured ureter was implanted in the bladder; 
uneventful recovery followed. In another case the 
ureter was badly bruised and was implanted 
prophylactically with equally good results. 

In g cases recovery was complicated by respiratory 
disease; in 4, by cystitis; and in 4, by hematoma. In 
3 cases there was an exudate around the stump, and 
in 1 case an exudate in the parametrium. Throm- 
bosis occurred in 3 cases in which a vaginal opera- 
tion was performed and in t1 cases in which an 
abdominal operation was done. There were 3 
cases of lung infarct and 3 of fatal embolism. The 
fact that the number of cases of embolism following 
abdominal operations was three times as great 
as the number following vaginal operations indi- 
cates that the greater severity of the operation and 
the greater injury to the tissues plays a part in their 
causation. 

Women who have bled a great deal should be 
operated on by the vaginal route if possible. The 
size of the tumor does not make a great deal of 
difference. More depends on its mobility and the 
possibility of bringing it down into the pelvis. 
Generally myomata as large as a man’s head can 


be removed through the uterus. In the 175 vaginal 
operations Schuchard’s incision was necessary in 29. 
Often, however, the abdominal method is preferable 
because of the difficulty in rendering the vagina 
aseptic. Pediculated tumors, of course, can be easily 
removed through the vagina. 

The question of roentgen treatment is not vet 


settled. It has no direct mortality. It cannot be 
adapted to the individual case and cannot have any 
effect in cases of mistaken diagnosis or on com- 
plicating conditions, such as tumors of the adnexa. 
In fact, it is purely symptomatic. 

The amenorrhoea obtained by roentgen treatment 
and the definite cure of a myoma are two very differ- 
ent things. Operation is still the preferable treat- 
ment and should be used in the majority of cases. 

KULENKAMPFF (Z). 


Weiss, E. A.: Borderline Carcinoma of the Cervix 
and Its Treatment. Am. J. Obst. & Gynec., 1921, 
i, 661. 


Cancer of the cervix is still to be classed as an 
operable condition if it is discovered early and the 
patient is a good risk. When a doubtful borderline 
condition is presented, treatment with radium is 
advisable and the question of subsequent operation 
should be determined by the reaction obtained. If 
operation is contra-indicated by age, the general 
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condition, or the condition of the heart, kidney, or 
blood vessels, radium alone should be used. 

A careful comparison between the cautery and 
radium type of treatment shows that both have 
advantages and disadvantages and that in carefully 
selected borderline cases far better results are 
obtained by a judicious combination of cautery 
amputation and moderate doses of radium. 

The results in the series of 38 borderline cases 
reviewed, while generally satisfactory, are far from 
conclusive. The wide range of radium dosage in 
treating cervical cancer, varying from 1,500 milli- 
gram hours in some clinics to 8,000 milligram hours 
in others, shows that no definite conclusions have 
been reached. While favorable results from both 
extremes have been reported, the use of radium will 
be somewhat empirical. Definite conclusions can be 
drawn only after a careful tabulation of the end- 
results in a large series of cases. 

E. L. Cornett, M.D. 


Ballerini, G.: Clinical and Operative Notes on 
Carcinoma of the Body of the Uterus (Note 
cliniche e operatorie sul carcinoma del corpo uterino). 
Folia gynaec., 1920, xiii, 247. 

The author reports 73 cases, most of which, be- 
cause of war conditions, could not be followed up. 
From the statistics of Winter, Waldstein, Wert- 
heim, and others and from his own experience he 
finds that about 14 per cent of uterine cancers are 
in the body of the uterus and the remainder in the 
cervix. In the majority of cases the neoplasm 
develops between the fortieth and sixtieth years of 
age. 

Twenty per cent of the patients whose cases are 
reviewed were nullipare, and 24.6 per cent were 
women who had had one or two children. In many 
cases the condition appears in connection with a 
fibromyoma; the percentage varies in different 
statistics from 19 to 30 per cent; in the author’s 
cases it was 10.1 per cent. Carcinoma of the body 
of the uterus is seldom associated with tumors of 
other organs. The author found it combined with 
cystocarcinoma in one case, and with cysts of the 
ovaries intwo. Weibel found it associated five times 
with tumors of the ovaries and once with a tumor of 
the tube. A bicornate uterus was found in two of 
the author’s cases. In the same series 30.2 per cent 
of the carcinomata developed during the meno- 
pause, while in Wertheim’s cases the corresponding 
figure was 58.2 per cent. 

The clinical picture is characterized by irregular 
hemorrhages which frequently become continuous. 
There were cases of very advanced tumor, however, 
in which hemorrhage had occurred only for a short 
time, and still operable cases in which hemorrhage 
had persisted for years. Before the menopause the 
picture may be confused by an associated myoma or 
disease of the adnexa 

It is generally possible to operate as the tumors 
grow slowly and do not penetrate the uterus for a 
long time. Among 64 patients there were only 2 
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who were found to be inoperable after the abdomen 
was opened. In 7 cases vaginal operation was 
performed; in 47, total abdominal hysterectomy; 
in 4, subtotal hysterectomy; and in 4, Wertheim’s 
operation. 

Of the 7 patients upon whom a vaginal operation 
was performed 2 died, 1 was alive without recurrence 
after four years, and 5 were still living without 
recurrence after five years. Therefore, according to 
Winter’s classification, the absolute cures amounted 
to 57.1 per cent and the long-continued cures to 80 
per cent. 

In the cases subjected to abdominal operations 
there was no preliminary treatment by cauteriza- 
tion, etc. When the anterior vault of the vagina was 
opened a sponge dampened with tincture of iodine 
was introduced and during the further course of the 
operation this was replaced by gauze strips. After 
the removal of the uterus only the lateral parts of 
the vagina were closed with a few sutures through 
the connective tissue; in the middle it was left open 
and drained and the peritoneum was closed over it. 
In Wertheim’s operation the ureters, bladder, and 
vagina were freed from the surrounding tissues by 
blunt dissection. 

The mortality of the various operations was as 
follows: subtotal hysterectomy, 0; Wertheim oper- 
ation, 1 (25 per cent); total hysterectomy, 7 (14.5 
per cent). Of the 4 patients operated upon by the 
Wertheim method 1 died after the operation, 1 died 
of a local recurrence a year later, and 1 was well 
after four years. The tota! mortality was therefore 
35.7 per cent. In the cases of total hysterectomy 
later data are lacking. Late recurrences are rare; 
generally the recurrences are local and develop with- 
in the first year. 

The author prefers the abdominal operation be- 
cause it is the only method by which the entire 
organ may be removed with the parametrium, the 
adnexa, and the iliac and lumbar lymph glands. 

Frank (Z). 


Siegel, P. W.: Life Expectancy of Women with 
Carcinoma of the Uterus (Die Lebensdauer der 
an Uteruscarcinom erkrankten Frau). Strahlen- 
therapie, 1921, xii, 97. 


This article is based on 179 cases of carcinoma of 


the uterus treated at the Giessen clinic. Those 
which were operable were operated upon and those 
which were inoperable were treated conservatively 
without radiotherapy. It was found that of the 
patients with non-operable carcinoma of the cervix, 
13 per cent were alive five years after the beginning 
of treatment, while among the operative cases the 
primary mortality averaged 28 per cent and 23 
per cent of the patients were alive five years after 
operation. 

Though the more radical surgical methods, such as 
Wertheim’s operation, gave a more favorable late 
result, the primary mortality was higher than that 
following the less radical procedures, Therefore 
the favorable late results were outweighed, especially 
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when we consider that the patients operated upon 
included a number who had beginning carcinoma 
of the cervix and whose life expectancy was there- 
fore fairly good. 

The number of patients still living five years after 
Wertheim’s operation for cancer of the cervix was 
only 11 per cent greater than the number of those 
still alive five years after the use of conservative 
methods of treatment. 

At the Kroenig clinic they compute the average 
life of the woman operated on for cancer of the cer- 
vix at one and a half years, and that of the woman 
not operated upon at one and three-fourths years. 
At the Giessen clinic the corresponding figures are 
two and three-fourths years and two and one-fourth 
years. Accordingly, in Kroenig’s clinic there is no 
increase of life for the patients operated upon, while 
at the Giessen clinic a half year is gained. 

In carcinoma of the body of the uterus radium 
treatment gives as good results as operation. Opera- 
tion for carcinoma of the cervix and body has not 
shown the expected good results on account of the 
high primary mortality. However, if a woman sur- 
vives the operation she has a chance of living longer 
and will be free of the carcinoma and therefore more 
comfortable. The essential factor in lengthening 
life in cases of carcinoma is the reduction of the 
high primary mortality; this can be accomplished 
by using less radical methods of operation in the 
early stages and by making greater use of radio- 
therapy followed by less radical operative measures. 

Srwon (Z). 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Schiffmann, J.: Sterilization by Ligation of the 
Tube (Zur Frage der Sterilisierung mittels Tuben- 
ligatur). Zentralbl. f. Gynack., 1921, xlv, 464. 


After a short review of the literature and cases in 
which an operation for sterilization failed, the author 
reports four cases in which it was possible to extir- 
pate the ligated parts and examine them micro- 
scopically. In animals it has not been possible to 
effect sterilization by ligating the tubes. The condi- 
tions are probably the same in man. There is a nar- 
rowing of the lumen of the tube but not complete 
atresia. The microscope shows cubical epithelium 
instead of mucosa, atrophy of the musculature at 
the point of ligation, many giant cells, and crowding 
of the vessels with red corpuscles. The technique of 
sterilization differs according to whether the opera- 
tion is done with the uterus in position or whether 
it is done secondarily in interposition of the uterus. 
In the former case a part of the tube is resected 
and the stumps are carefully sunk between the 
leaves of the broad ligament. In the latter case the 
technique is simpler. A small piece of the tube is 
resected between two ligatures without covering it 
with peritoneum. The resected ends are then 
pulled further apart by the changed position of the 
uterus. A simple double ligation without resection 
in these cases is not sufficient. VoRSCHUETz (Z). 
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Huerzeler, O.: The Effect of Ovarian Secretion 
on the Amount of Sugar in the Blood (Beitrag 
zur Frage der Beeinflussung des Blutzuckers durch 
das Ovarium). Monatsschr. f. Geburtsh. u. Gynack.. 
1921, liv, 215. 

The effect of ovarian secretion on the metabolism 
of sugar has been a subject of experimental investi- 
gation for the past few years. Formerly the amount 
of sugar in the urine after the injection of adrenalin 
was regarded as a measure of ovarian function, but 
more recent work makes use of the variations in the 
blood sugar. 

In experiments on rabbits the author found that 
after the injection of adrenalin the normal rabbit 
does not show any hyperglycemia but that after 
castration the same animal reacts to the same dose 
of adrenalin with a pronounced but temporary rise 
in the blood-sugar content. There is a marked 
accumulation of the sugar in the liver in the cas- 
trated animal caused by a stimulus which in the 
normal rabbit has no demonstrable effect. The 
body seems to adapt itself to the changed condition 
so that after a certain time the amounts return to 
normal, The manner in which the internal secre- 
tion of the ovary brings about this balance is not 
known. Auprey G. Morean, M.D. 


Reel, P. J.: Krukenberg Tumor of the Ovary. 
Ann. Surg., 1921, |xxiii, 481. 

The author describes in detail the clinical history 
and findings in the case of a young woman with a 
solid tumor of each ovary. These tumors bore all the 
pathologic features of a “fibrosarcoma ovarii 
mucocellulare,” a tumor first described by Kruken- 
berg in 1896. The histogenesis of such growths is 
still doubtful, that is, it is not known whether they 
are primary or always secondary neoplasms. Reel’s 
case is cited as a contribution to this interesting 
discussion. 

His patient, who was 21 years of age, was admitted 
to the clinic with a diagnosis of “surgical abdomen.” 
The onset of the pain was extremely sudden and 
severe and occurred while normal menstruation was 
in progress. The size of the abdomen had increased 
rapidly. On palpation a solid tumor was found on 
each side of the lower abdomen. At operation, 
considerable free fluid was discovered in the perito- 
neal cavity and a solid tumor was removed from 
each ovary with the corresponding tube. There was 
so much secondary involvement of the broad liga- 
ments that removal of the uterus was impossible. 
Secondary nodules were found throughout the 
abdomen, with the exception of the liver, and it 
seemed probable that the primary growth was in 
the stomach. The patient died several months 
subsequent to the operation. Autopsy was not 
permitted. 

Upon study, the tumor stroma was found to agree 
in arrangement with that of the growth known as 
the Krukenberg tumor. Connective tissue cells 
were distributed throughout this stroma which 
otherwise had the appearance of epithelium. In 
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certain portions these cells were distended with 
mucoid material. Throughout, they showed a de- 
cided tendency to arrange themselves in tubules, a 
characteristic feature of this new-growth. 
The article is supplemented with a bibliography. 
W. H. Cary, M.D. 


Markley, P. L.: The Treatment of Inoperable 
Parovarian Cystadenoma by Laparotomy and 
Radium. Illinois M. J., 1921, xxxix, 353. 


The author reviews an article by Beck in which 
he describes his method of treating deep-seated car- 
cinomatous masses which are considered inoperable. 
Since the most favorable results have been obtained 
with the X-ray and radium in cases of superficial 
carcinoma, Beck has treated deep-seated growths as 
an exposed superficial carcinoma by purposely 
removing overlying skin, fascia, and muscles and as 
much of the mass as is safe. 

Markley reports a case of inoperable cystadenoma 
treated by laparotomy and radium. The patient 
had been operated on three years previously for 
parovarian cyst. This had recurred. The tumor 
filled the abdomen and from six to eight quarts of 
fluid were withdrawn by repeated drainage every five 
to eight days. The abdomen was opened and a large 
rubber drain introduced into the cyst. Fifty milli- 
grams of radium were then inserted in the tube for 
forty-eight hours. Great improvement was noted for 
seven months but since then a mass in the ovary on 
the other side has become palpable. 

I. E. Bisuxow, M.D. 


EXTERNAL GENITALIA 


Plastic Reconstruction of a De- 
Scheidendefekt). 


Moskowicz, L.: 
fective Vagina (Plastik bei 
Zentralbl. f. Gynaek., 1921, xlv, 80. 

There have been many deaths after Baldwin’s 
operation; therefore the author recommends his 
modification of Gersuny’s method which he used first 
in 1908 and 1909. 

In the case of a 23-year-old patient who had no 
vagina at all rectal examination showed that the 
rectum lay very near the bladder and urethra 
and could be pushed forward under the hymen. 
Moskowicz made a transverse incision in the hymen 
and at the ends of this incision two perpendicular 
lateral incisions, so that he had an H-shaped inci- 
sion enclosing a short anterior and a longer posterior 
flap. After dissecting off the two flaps he incised 
the rectum, which was thus laid bare, and sutured 
the anterior edge of the rectal wound to the anterior 
vestibular flap. 

On the anterior surface of the rectum he then made 
two longitudinal incisions ro cm. long and connected 
them at the upper end by a transverse incision 3 
cm. long to form a Gersuny flap. Holding this flap 
and the bladder forward, he mobilized the rectal 
mucous membrane by deepening the incisions and 
drawing downward with the forceps. He then made 
two series of sutures in the rectum, first a series of 

















catgut sutures on the rectal side, which did not 
include the rectal mucous membrane, and over these 
a series of button sutures of silk from the newly- 
formed vagina. The posterior vestibular flap was 
sutured to the suture line of the rectum. Between 
the end of the flap of mucous membrane and the 
vestibular flap forming the posterior vaginal wall 
only a small raw surface remained. 

The second case was that of a 21-year-old girl. 
The operation was performed in two stages. From 
the posterior ends of the labia minora a transverse 
incision 3 cm. long was made on each side to the 
middle of the anterior circumference of the anus 
and carried down to the sphincter. The sphincter 
was incised in the midline. The rectal mucous 
membrane was seized with forceps at the level of the 
top of the pouch of Douglas and pulled down to the 
level of the anus, a transverse incision was made in 
the part drawn down, the posterior edge of the inci- 
sion in the rectal mucous membrane was sutured to 
the edge of the incision in the anus, and the anterior 
edge of the wound was dissected forward and sepa- 
rated as far as possible from the posterior edge. The 
skin of the perineum on both sides was then sutured 
between the two flaps and the sphincter thus united. 

Four weeks later an opening was made into the 
new vagina at the proper point. An incision was 
made at the site of the hymen, the skin of the peri- 
neum was undermined with a volsellum forceps to 
the opening of the newly formed vagina in front of 
the anus, and the newly formed vagina was dissected 
free, drawn through the tunnel just formed to the 
opening at the hymen,and fixed in place with sutures. 
A perineorrhaphy was then done between the 
vagina and rectum. Smon (Z). 


Schubert, G.: Vaginal Reconstruction in Cases 
of Defective Vagina (Die Bildung der Scheide bei 
Vaginaldefekt). Zentralbl. f.Gynaek., 1921, xlv, 229. 


The author discusses the two methods of recon- 
structing the vagina. It may be replaced either by 
the rectum, the method which the author has fol- 
lowed for the past ten years and which he recom- 
mends, or by the small intestine. He gives a table 
showing the results with reference to the possibility 
of cohabitation. Among the 32 cases in which the 
ileum was used there were 4 deaths, 2 from peri- 
tonitis and 2 from gangrene of the ileum. In 1 
case there was a poor functional result. Among the 
33 cases in which the rectum was used there were 
no deaths and 1 poor functional result. 

In the method of ileum transplantation the dis- 
advantages are the great amount of secretion, the 
frequency of pain when the ileum is touched, and 
the possibility of hernia at the passage through 
the mesentery. Especially discrediting the method 
as compared with the procedure utilizing the rectum 
is the high mortality of 12 per cent. The disadvan- 
tage of the rectal method is the possibility of rectal 
incontinence but this can be overcome by a plastic 
operation with fascia. There is also the possibility 
of gangrene of the portion of intestine used, a 


GYNECOLOGY 











143 


danger which can be avoided only by careful tech- 
nique and practice in resection of the rectum. Too 
great stretching of the sphincter is apt to cause in- 
continence. The author places a tampon the size 
of a walnut in the rectum, and dissects the rectum 
out for a distance of 5 cm. from the anus. This 
method is not so severe as operating from the 
sacral incision. After the upper end of the rectum 
is pulled through the anus, the denuded area just 
above the sphincter is sutured with a few button- 
hole sutures to narrow the rectal lumen and relieve 
the sphincter as much as possible. 

Schubert states that Bumm and Stockel also 
prefer the rectal method. VoRSCHUETZz (Z). 


Formiggini, B.: Cysts of the Labia Minora (Con- 
tributo allo studio delle produzioni cistiche delle 
piccole labbra). Policlin., Roma, 1921, xxviii, 
sez. prat., 5009. 


The author removed a cyst the size of a nut from 
the posterior part of the internal surface of the left 
labium minus of a woman 42 years of age. The 
microscopic examination showed that it could not 
have arisen from any of the elements normally con- 
tained in the labium. Formiggini therefore seeks 
its origin in an embryonic inclusion occurring in 
the period of formation of the genital organs. In 
this connection he discusses aberrant Bartholin 
glands, peri-urethral glands, Skene’s ducts, and the 
muellerian and wolffian ducts. 

He reaches the conclusion that cysts of the labia 
arise similarly to dermoid and mucoid cysts. In the 
first period of embryonic life, when the anal mem- 
brane is formed of undifferentiated ectodermal and 
endodermal laminz a portion of lamina or a group of 
primary endodermic cells may remain adherent to 
the ectoderm and become included in the structure 
which is destined ultimately to develop into the 
external genitals. These endodermic cells borne 
into an abnormal! position preserve their embryonic 
structure and form a cellular type differentiated by 
its endodermal character. In the cyst in the 
author’s case the epithelial lining preserved the 
embryonic aspect, showing a simple stratum of 
cylindro-cubical cells which at various points were 
ciliated. W. A. BRENNAN. 


MISCELLANEOUS 


Titus, E. W.: An Analysis of 200 Gynecological 
Cases Treated with Radium at the Woman’s 
Hospital in the State of New York. Am. J. Obst. 
& Gynec., 1921, i, 685. 

The results obtained correspond to those of others. 
Two hundred and one patients have been treated in 
a period of eighteen months. 

Ninety-five cases of carcinoma of the uterus were 
treated. In 86, the cervix was the site of the growth, 
and in 9, the fundus. 

Of the patients with carcinoma of the cervix, 55 
are living and free from symptoms. Twenty-four 
were treated less than six months ago; 24 others, 
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between six and twelve months ago; and 7, between 
twelve and eighteen months ago. 

Thirty-one patients died. Sixteen died less than 
six months after the radiation, 9 between six and 
twelve months afterward, and 6 between twelve and 
eighteen months afterward. In 2 cases death re- 
sulted from distant metastases to the lung and to 
the liver respectively. Another death occurred 
from pneumonia, probably influenzal, two months 
after radiation. Sixty-four per cent of those com- 
plaining of pain have been relieved. In 3 per cent 
of those complaining of pain the pain was increased. 
Hemorrhage and leucorrhoea have been checked in 
all but 2 cases. In 6 cases the hemorrhage was 
decreased after four to six months. 

Bladder and rectal irritation was sufficiently severe 
to demand treatment in only a few cases. Two 
fistula resulted, one vesicovaginal and one recto- 
vaginal. 

Seven patients who had advanced carcinoma are 
living and free from symptoms a year or more after 
radiation. 

Of the patients with carcinoma of the fundus 4 
were subjected to complete hysterectomy and were 
given pre-operative and postoperative radiation. 
All except 2 are clinically cured. 

There were 5 cases of carcinoma of the vagina, 
I primary and 4 recurrent after hysterectomy. Two 
of these patients are living, 1 being cured after 
twelve months and 1 after six months. Three died, 
I two months, and 2 six months, after radiation. 

The 2 patients with carcinoma of the vulva who 
were treated are both living. One was benefited 
but later showed extension. The other was treated 
too recently to warrant a statement regarding the 
outcome. 

Three cases of carcinoma of the breast were 
treated with radium after radical removal. One 
patient died several months later of extension to 
the mediastinum. The others are free from recurrence 
after one year. 

In cases of carcinoma of the urethra and bladder 
the results were not sogood. Hamaturia was relieved 
but the treatment had little effect on the lesion. 

In the cases of carcinoma of the rectum improve- 
ment was noted in all. Four patients are living, 
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1 six months, and 3 over one year, after radiation. 
One died from the shock of resection of the sigmoid. 

The non-malignant conditions treated included 
cases of uterine myoma, menorrhagia, metrorrhagia, 
and leucorrheea. 

There were 44 cases of uterine myoma. Fifteen 
of the patients were under, and twenty-nine over, 
29 years of age. In all, the hemorrhage was con- 
trolled and the tumor reduced in size. In 2 cases 
the tumor disappeared. 

Thirty-nine of the cases of menorrhagia and 
metrorrhagia were those of patients less than 40 
years old. The dosage of radium was governed by 
the patient’s age. In the treatment of young 
women the dosage was small and repeated if 
necessary. Hemorrhage was controlled in all but 
3 cases. Int case, that of a woman 35 years of age, 
916 milligram hours had no effect on the menorrha- 
gia, and in 2 cases, those of women between 30 and 
35 years of age, less than 400 milligram hours were 
without effect. 

The use of 600 milligram-hour applications is 
considered safe as regards the menstrual function, 
but permanent amenorrhoea was caused by a 400 
milligram-hour application in the case of a woman 
35 years of age and by a 600 milligram-hour appli- 
cation in the case of a woman 40 years of age. When 
less than 600 milligram hours are used the menses 
usually return normally in two to three months. 
After larger doses they may continue irregularly for 
two or three months and then cease. 

In one case in which a 200 milligram-hour exposure 
was given for chronic endocervicitis conception 
occurred eight months later, abortion at the third 
month, and hydatid mole. 

All cases in which leucorrhoea was present previous 
to radiation were cured. The discharge continued, 
however, for one to two weeks following the treat- 
ment. 

In 3 cases which received a 2,400 milligram-hour 
exposure severe Menopause symptoms developed, 
while in 13 cases which received a 1,500 to 2,100 
milligram-hour exposure these symptoms were mild. 

Eight cases of hemorrhage at the menopause were 
treated with excellent results by 1,200 to 1,800 
milligram-hour exposures. E. L. Cornett, M.D. 














PREGNANCY AND ITS COMPLICATIONS 


Ruth, C. E.: Detachment of Adherent Placentze 
and Delivery in Abortion. Am. J. Obst. & Gyncc., 
1921, i, 700. 


Because of the dangers of the use of the curette 
and auger and the uncertainty that either instru- 
ment, even in the hands of the most skillful, will 
remove all the secundines, attempts to detach and 
deliver an adherent, retained placenta in abortion are 
no longer made by a large majority of obstetricians. 
Many openly advocate allowing such placente to 
undergo disintegration in the uterus but those who 
recommend such a course at term are very few. 

Retained secundines are always a source of 
danger, and their retention can serve no useful 
purpose in any case. Failure to remove them at 
once in a case of adherent retained placenta is an 
admission that the physician believes he cannot 
effect its removal safely. 

The author is of the opinion that the placenta 
can be safely detached and removed in every recent 
case without danger of perforating the uterus, leav- 
ing a portion of the secundines, introducing infection, 
or spreading sepsis by opening new uninvolved areas. 

Ruth’s method consists of the use of a forceps-like 
instrument which can be made to conform to the 
uterine wall when the uterus is too small to admit 
the introduction of the hand. This instrument is too 
dull to denude mucosa and too blunt to penetrate 
when used with care, and if kept in contact with the 
uterine wall and rotated always in the same direc- 
tion while the uterus is steadied through the 
abdominal walls with the other hand, every seg- 
ment of the wall may be reached and the separation 
completed. Removal is then simple. 


Rucker, M. P.: Apoplexy of the Placenta. South. 
M. J., 1921, xiv, 318. 


Following a review of the literature to date the 
author reports six cases. The data regarding the 
blood pressure and the condition of the urine 
are given in tables and a photograph of the placenta 
from one of the cases is shown. The most char- 
acteristic sign of the condition was a symptomless 
and rather sudden rise in the blood pressure which 
resisted all treatment. There was absence of sub- 
jective symptoms in nearly every instance and the 
Wassermann test was negative in all. The following 
conclusions are drawn 

1. The term “apoplexy of the placenta”’ would 
seem appropriate on account of the hemorrhage 
usually present in these infarcts, and on account of 
the rather sudden appearance of the clinical signs. 

2. The association of large white and red infarcts 
in the same placenta, the presence of necrotic areas 
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in the center of many of the infarcts, and finally, the 
presence of clotted blood in many of these infarcts 
with signs of premature separation of the placenta 
suggest that this may be the sequence of events in 
certain cases of oblatio placente. 

3. Apoplexy of the placenta presents a definite 
clinical syndrome which makes it possible to 
recognize it by observing the patient carefully in 
the latter part of pregnancy. CC. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Vignes, H., and Moreau, G.: The Effect of Nitrous 
Oxide Anzsthesia on Uterine Contractions 
L’action de l’analgésie au protoxyde d’azote sur la 
contraction utérine). Presse méd., Par., 1921, 
XXiX, 234. 


Nitrous oxide has been much used in the United 
States to decrease pain in labor. The authors gave 
nitrous-oxide-oxygen to 8 primipare and 1 multi- 
para. The hand was placed on the uterus and the 
administration of the anesthetic was begun as soon 
as beginning contraction was felt. After three or 
four inhalations it was stopped. At the end of the 
period of expulsion it was administered almost 
continuously with a great deal of oxygen. 

It was found that the pain of the uterine con- 
traction was very greatly decreased if the adminis- 
tration of the anesthetic was not begun too long 
after the beginning of the contraction. Six women 
who were given the nitrous oxide at the moment the 
head was expelled did not feel any pain. One of 
these had a perineal tear and the other a forceps 
delivery. The anesthetic was given for half-hour 
periods at intervals of half an hour. During the 
intervals the women begged that it be continued. 
The duration of the contractions was lengthened on 
an average thirteen seconds. In 2 cases the number 
of contractions per hour was decreased, in 1 it 
remained the same whether the nitrous oxide was 
given or not, and in 5 it was increased. 

The authors believe that when the patient is 
under the influence of an analgesic voluntary effort 
is decreased. It was necessary to use forceps in 2 
of the 9 cases, but the number was too small to 
warrant any conclusions. Moreover, one of the 
patients was a primipara 45 years of age and another 
a primipara of 33. No toxic effects were noted in 
either the mother or the child in any case but the 
mothers were watched closely and oxygen was given 
whenever necessary. 

In the authors’ opinion nitrous oxide diminishes 
the force of the uterine contractions less than any 
other anesthetic and can be used safely whenever 
it is necessary to decrease the pain in labor. 

A. G. Morcan, M.D. 
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Rucker, M. P.: Potter Version; The Elimination of 
the Second Stage of Labor; a Report of 200 
Cases. Am. J. Obst. & Gynec., 1921. i, 574. 


The author describes the mechanism of Potter 
version in detail and analyzes teaching material, 
and 200 cases from his own practice and that of 
Carter. 

In 39 cases of elective version the foetal mortality 
was 18.2 per cent. In the author’s private practice 
the foetal mortality was 14.8 per cent, while in that 
of Carter it was 16.66 per cent. The mortality in 
23 cases in which version was done in consultation 
was 17.4 per cent, and in a group of student cases, 
17.55 per cent. 

There were 3 maternal deaths, 1 from the an- 
zsthetic, 1 from eclampsia, and 1 from influenza. 
There were 2 cases of pneumonia, 2 cases of shock, 
3 cases of hemorrhage, and 3 cases of sepsis. 

The analysis of the 200 cases is tabulated as 
follows: 


ANALYSIS OF CASES WITH SPECIAL 
INFANT MORTALITY 


REFERENCE TO 


Infant Mortality 


Cases Cases Per cent 
NE scaiiesecs cceteiirs div Rig-tyn aya 163 25 15.33 
NE oo sip ois: ie aha are siese are 37 7 18.91 
BONNIE 6 ic.a:e scewans see csens 151 23 15.23 
eerie Ka SieiniaraieS Gv. h esis 48 9 18.75 
ee I ° 
Previous children: 
| EGRET aR renee ire 112 18 16.07 
Pere eared isnrtre ede as Ais ies 36 7) 
| eee eee acre ee Shere 19 2 | 
2” ahs RO ERR er errata ee 10 2 | 
Bis eke ecw Satee mais are a8 6 I 15.11 
OS RS Se OREM ence ise eae 4 o [ 
Pg lah irae rai wi win seach Sooo 5 1 | 
hs stctrcteng Ga Se ak ideas anes sh 2 ° | 
BR ne ee Cee ere 4 °} 
Not stated. .... 2 I 
Previous abortions: 
Dice damiciesics sein sisiees 158 22 13.92 
I 21 6 | 
Bical aw wh 10 3! 
SA A ee SUR 2 o} 25.00 
Be cia eswie ss 2 ° | 
ee ee I °} 
ee 6 I 
Blood Wassermann: 
Negative....... a eas 127 20 15.74 
Positive. ..... mea 4 I 25.00 
Pelvis: 
Normal...... 140 19 13.57 
Flat, contracted a 2 50.00 
| ES aer 4 2 50.00 
MIMS i515. 5:50.45. eo mies I ° 
Not stated..... , ne 51 8 15.68 
Position: 
Oe See go 12 13.33 
See ere 25 3 12.00 
NS arr ; 14.00 
eee II 1 9.09 
Occiput unspecified 2 ° 
Re or I ° 
BEE isissicwancawawac 18 3 16.66 
re 3 3 100.00 
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Infant Mortality 


Separation of placenta: Cases Cases Per cent 
| ere 125 19 15.20 
a, OOOO CLT 62 10 16.12 
Condition of infant: 
Breathed spontaneously... . . 164 8 4.87 
Resuscitated............... 18 6 33:93 
Stillborn (not macerated)... . 16 16 
Macersted................- 3 3 
ree 15 II 73.33 
WOGUMOUAME. 6.060 eee ce 14 10 71.42 
Enlarged thymus........... 2 2 
Heart disease.............. I I 
Hydrocephalus............. I I 
Maternal complications: 
Tuberculosis............... 1 ° 
Influenza and pneumonia... . 3 ° 
Prolapsed cord............. 3 2 66.66 
Placenta previa............ 4 I 25.00 
Ablatio placente........... I ° 
Postpartum hemorrhage... . I ° 
Puerperal fever............. 3 ° 
Toxezmia of pregnancy...... 4 I 25.00 
CIID. ck cena ences +s 2 ° 


*Refused to go to hospital. 
EUGENE Cary, M.D. 


Potter, I. W.: Version. Am. J. Obst., & Gynec., 1921, i, 
560. 


In this article Potter describes his method of 
eliminating the second stage of labor by podalic 
version. The article is illustrated with 19 photo- 
graphs showing the various steps in the procedure 
and the correct and incorrect position of the pa- 
tient. The advantages claimed for this procedure 
are: (1) there are no second-stage pains, (2) the 
soft parts are thoroughly dilated and not subjected 
to the pressure which causes flabbiness of the vagina 
and prolapse of the bladder, (3) there is no fever 
due to the lighting up of chronic tubal infections by 
pressure, (4) there is no shock, (5) bleeding is 
slight and the lochia less in amount, (6) the child’s 
head is subjected to less pressure, and (7) less time 
is wasted by the operator. 

Potter states that when the version is properly 
performed the maternal mortality should be nil and 
the morbidity less than in normal cases. He has 
never torn the perineum through the sphincter 
and only rarely up to the levator muscle. He has 
never injured the bladder. The foetal mortality he 
believes is no greater with this method of delivery 
than with any other, but he admits that cord com- 
plications must be seriously considered. 

In one year Potter delivered 1,113 women. Nine 
hundred and twenty were delivered by version. 
In this total number of cases there were 80 abdom- 
inal cesarean sections, 2 vaginal sections, 39 
instrumental deliveries, 2 instrumental deliveries 
on after-coming heads, 9 cases of twins, 10 cases 
delivered as vertex, 3 cases of face presentation 
(2 chin anterior, 1 chin posterior necessitating 
craniotomy), 13 footling, and 22 breech presenta- 
tions. There were 41 still-born children and 16 
cases of prolapsed cord. Thirty-four children 




















died during the first two weeks of life, and 2 mothers 
died after version, one of colitis and one of lobar 
pneumonia. 

Potter’s version differs from the operation as done 
by others chiefly in the following facts: 

He uses the modified Walcher position and always 
waits for complete effacement of the cervix and an 
easily dilatable external os. He carefully “irons out 
the soft parts” with the hand, using tincture of 
green soap as a lubricant. Both feet are brought 
down after the membranes have been ruptured 
high up. The extraction of the child is never has- 
tened by pressure from above; expulsion is allowed 
to follow uterine contractions. Both shoulders 
are delivered anteriorly. Extreme flexion of the 
head is maintained by placing one finger in the 
mouth and exerting gentle pressure on the occiput 
above the pubes. Potter does not attempt to make 
the child cry if the heart is beating and does not 
hasten the delivery even if the cord is not pulsating. 
He wears elbow-length gloves. 

EUGENE Cary, M.D. 


Cathala, A., and Perrot, B.: Resection of the Sacro- 
vertebral Angle in Contracted Pelvis (La ré- 
section de l’angle sacrovertébral dans les bassins 
rétrécis.) Rev. franc. de gynéc. et d’obst., 1921, iii, 65. 


Rotter and Schmid proposed and carried out 
resection of the promontory of the sacrum in cases 
of flat rachitic pelvis and those in which the prom- 
inence of the sacrovertebral angle was the chief 
obstacle to delivery. They resect as much as 2 cm. 
of the lower part of the fifth lumbar and the upper 
part of the first sacral vertebra. They have per- 
formed this operation on patients who were not 
pregnant to prevent difficulty in future deliveries 
and on pregnant women as a substitute for cesarean 
section or section of the pubis. 

From an analysis of the 24 cases which Rotter 
and Schmid reported Cathala and Perrot conclude 
that the operation is not justified. The mortality 
was 16.5 per cent which is higher than that of 
cesarean section or pelviotomy. When it is per- 
formed on pregnant women it is necessary to bring 
the uterus outside the abdominal cavity during the 
resection, a procedure which is apt to cause abor- 
tion. Considered as a measure to prevent difficulty 
in future deliveries it can hardly be considered a 
success aS in many cases an exuberant callus is 
formed which interferes with delivery as much as the 
original deformity. 

Six patients were examined one and two years 
after the operation and in only one was the en- 
largement of the pelvis found to be permanent. 
Consideration must be taken also of the possibility 
that a woman thus operated on may never become 
pregnant again and she will then have undergone a 
serious operation for nothing. Among 23 patients 
treated in this manner only one has since become 
pregnant. Therefore the advantages gained are not 
sufficient to compensate for the risks. 

A. G. Morcan, M.D. 
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Nubiola, P.: The New Technique of Subcutaneous 
Symphysiotomy (La nueva tecnica de la sinfisio- 
tomia subcutanea). Arch. de ginecop., 1920, xxxiii, 
279. 

Symphysiotomy as performed by Zarate has 
recently met with much favor in Latin-American 
countries. This technique is described by Nubiola 
as follows: 

The urethra is displaced to the left by two fingers 
of the left hand inserted into the vagina and the 
clitoris is pulled downward with the thumb. A 
bistoury is then introduced at the midpoint of the 
symphysis and the fibrocartilage above and below is 
sectioned until the arcuate ligament is reached. A 
few of the greater fibers are sectioned by several 
small cuts and the remainder disinserted by force- 
ful flexion and abduction of the thighs by two 
assistants. 

Zarate states that when this method is used there 
is no wounding of the corpora cavernosa or dorsal 
vein of the clitoris, hemorrhage is very slight, there 
is no hematoma formation or consequent thrombo- 
phlebitis, injuries to the urinary system are slight, 
and delivery is rarely instrumental. 

Nubiola has made an extensive study of the 
method and admits that the subcutaneous technique 
reduces the incidence of the former sequele and 
complications of symphysiotomy, such as infections. 
Many of the undesirable complications, however, 
such as venous wounds and hematoma formation, 
still persist, depending upon the extent of pelvic 
contraction and the size of the foetus. When the 
pubic cartilage is destroyed and the arcuate liga- 
ment is sectioned there is no protection for the 
underlying soft tissues and therefore urinary lesions 
often result. 

A 2 cm. separation of the pubic bones would 
increase the conjugate only 4 mm, and Nubiola does 
not regard this as sufficient to warrant Zarate’s con- 
tention that subcutaneous symphysiotomy is indi- 
cated absolutely in all cases of dystocia in which the 
true conjugate is 74 cm. ina flat pelvis and 8 cm. in 
a generally contracted pelvis. The greatest increase 
in diameter obtained by this method is 5 mm. which 
the author regards as usually insufficient for spon- 
taneous delivery without forceps. 

When forceps must be applied trauma to the 
maternal soft tissues is almost sure to result. The 
urofenital diaphragm is torn from its insertion 
because its superior fascia is inserted directly into 
the corpora cavernosa of the clitoris and therefore 
hematoma formation to a certain degree is almost 
certain. Nubiola fails to see any advantage of 
symphysiotomy over pubiotomy which he has 
employed fora numberof years. W.R. MEEKER, M.D, 


PUERPERIUM AND ITS COMPLICATIONS 


Evans, G.: Vascular Change During Uterine Invo- 
lution. Lancet, 1921, cc, 689. 

The author deals only with the histologic 

changes of uterine involution, i. e., the presence or 
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absence of fatty degeneration in the muscle fibers 
of the arteries. It is generally believed that fatty 
degeneration does occur. The author removed a 
specimen from a patient with a twenty-seven weeks’ 
pregnancy and cervical cancer twenty-four days 
postpartum, fixed it in formol-saline, and after 
embedding the parts in gelatin, cut frozen sections. 
Some of these sections were stained with Sudan III 
and acid hemalum, some with Van Gieson and acid 
hemalum, and others with Weigert’s elastica and 
eosin. 

The most striking changes were observed in the 
intima; cellular proliferation and hyaline swelling 
of the subendothelial layer were found with swelling 
and splitting of the internal elastic lamina. In the 
media was a granular atrophy of the muscle fibers. 
Attention was attracted by the absence of fatty 
degeneration in the medial coat of the blood vessels 
and in the musculature of the uterus. 

After ligation fatty degeneration has been ob- 
served in the involution of vessels. The presence or 
absence of fatty degeneration in uterine involution 
is of importance for a proper understanding of the 
changes in the varied arterial lesions described under 
the term arteriosclerosis. Thoma is quoted to the 
effect that arteriosclerosis is produced largely by 
slowing of the blood stream. 

Basing his statements on the changes noted in the 
illic and hypogastric arteries in the new-born 
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infant, the author opposes Thoma’s hypothesis 
because of the characteristic presence of fatty 
degeneration in the histologic picture of arterio- 
sclerosis and its absence in normal involution. This 
distinction will fail when it is proved that fatty 
degeneration occurs in the media of arteries in 
puerperal involution of the uterus. 

Past observation on the subject is typified by that 
of Goodall who states that the muscle cells of the 
parent media undergo fatty degeneration at an 
early stage in the process of involution and all the 
chronic inflammatory diseases, blood dyscrasias, 
and possibly malignant growths modify the normal 
complete involution. Goodall’s cases in which 
observations as to fatty degeneration were made 
fall in this group. Five of six cases noted by him 
showed subinvolution and one a morbid lesion which 
might interfere with involution. Death was caused 
in all cases by a disease which in itself would produce 
fatty degeneration of muscle fibers. 

Helme’s experiments on rabbits are discussed 
primarily with regard to fatty degeneration during 
involution. He found no instance of this in the 
involuting uteri of ten rabbits. 

In conclusion Evans states that there is a conflict 
of observations and the question of the presence or 
absence of fatty degeneration in the media of the 
vessels in the puerperal uterus is not as yet definitely 
settled. W. N. Row ey, M.D. 

















ADRENAL, KIDNEY, AND URETER 
Bérard, E., and Dunet, C.: The Hydatid Thrill; 
Hydronephrosis Simulating a Hydatid Cyst 
of the Liver (Critique de frémissement hydatique: 
a propos d’une hydronéphrose simulant un kyste 
hydatique du foie). J. d’urol. méd. et chir., 1921, 
Xl, I. 

In a case reported by the authors a mobile tumor 
occupied a large part of the abdomen. Among 
other characteristics it had a most typical hydatid 
thrill throughout its entire extent. This finding, 
taken into account with others, led to the diagnosis 
of a hydatid cyst on the lower surface of the liver. 

At laparotomy the tumor was found to be retro- 
peritoneal and clearly a latent hydronephrosis 
which once had been ruptured by strenuous effort. 
At the time of the rupture a subumbilical lapa- 
rotomy had been performed for the evacuation of 
the fluid and the abdomen was closed without fur- 
ther examination. The hydronephrosis had sub- 
sequently re-formed. 

Maire, in dealing with the diagnostic difficulties 
in severe cases of hydronephrosis, reported four 
cases in which the tumor was mistaken for a hydatid 
cyst of the liver. In none of these, however, was 
the error due to the presence of a hydatid thrill. 
In the authors’ case the thrill was very distinct 
and the tumor seemed to be continuous with the 
liver. W. A. BRENNAN. 


Bumpus, H. C., Jr., and Meisser, J. G.: Focal In- 
fection and Selective Localization of Strep- 
tococci in Pyelonephritis. Study I. Arch. Int. 
Med., 1921, xxvii, 326. 


In most cases of pyelonephritis a gram-negative 
motile bacillus, believed to be the colon bacillus, is 
generally the predominating organism in the urine. 
Therefore, investigation and treatment in the past 
have been directed against this organism. While 
foci of infection about the teeth and tonsils have 
been regarded with suspicion as causative factors, 
the rarity with which colon bacilli were isolated from 
them made their etiological réle difficult to explain. 
The frequent association and simultaneous onset 
of oral sepsis and pyelonephritis led to the experi- 
mental work reported. 

Six cases of subacute pyelonephritis in which the 
colon bacillus was found in the urine were studied. 
In each case there was also other evidence of sepsis 
in the form of abscessed or devitalized teeth and 
septic tonsils. Cultures from the granulomata after 
the surgical removal of the abscessed teeth and 
cultures from the roots of the devitalized teeth in 
each case gave pure strains of a green-producing 
streptococcus. A similar organism was found to 
predominate in cultures from the tonsils. These 
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cultures, when injected intravenously into rabbits, 
produced marked lesions of the kidneys in 88 per 
cent of the animals. Extra-urinary lesions occurred 
in a much lower percentage of cases, the greatest 
number being found in muscles and joints, in which 
there was slight involvement in 14 per cent. 

The lesions in the kidney were found mostly in 
the medulla and appeared as white necrotic streaks 
surrounded by marked oedema and associated with 
hemorrhage. The cortex occasionally presented 
small opaque yellowish-white areas. 

Microscopic sections showed short chain strep- 
tococci to be the only organisms present, and cul- 
tures made from the kidneys of the animals always 
gave pure growths of a green-producing streptococ- 
cus which on injection into other rabbits again 
localized in the kidneys. This demonstrates the 
marked elective affinity of this organism for renal 
tissue. 

Following the extraction of the teeth or the 
removal of the tonsils in the reported cases there 
was in every instance marked exacerbation of the 
patient’s urinary symptoms associated with a 
serious febrile reaction. During the reaction a 
green-producing streptococcus was recovered, with 
the colon bacillus, in the urine which had formerly 
contained only the colon bacillus. When mixed 
cultures from this source were injected into rabbits, 
elective localization in the kidneys again occurred. 
Cultures made from the lesions in the kidneys of 
the rabbits showed a green-producing streptococcus 
to be the causative organism as in the former cases. 

The authors believe the elective localization was 
not due to the incubation of the bacteria in artificial 
media or to an overwhelming dosage resulting from 
their increase in numbers. Proof of this was the 
fact that when pus was expressed from the patient’s 
tonsils and injected into rabbits without incubation 
the same elective affinity for renal tissue was shown 
as in the cases in which 3 to 5 c.c.cm. of glucose 
brain-broth cultures were used. 

The authors conclude, “It seems from our study 
that pyelonephritis may often be due to focal infec- 
tion harboring streptococci which have a selective 
affinity for the urinary tract, and that the colon 
bacillus, which is commonly found and generally 
believed to be the cause, is of secondary impor- 
tance.” 


Amati, A.: A New Urine Test for the Diagnosis of 
Nephritis and Malignant Tumor (Una nuova 
indagine sulle urine per la diagnosi di nefrite e di 
tumore maligno). Policlin., Roma, 1921, xxviii, 
287. 

The author has already published his experi- 
mental findings with regard to urinary hemolysis. 
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He found that normal urine is never hemolytic, 
showing rather in the majority of cases an anti- 
hemolytic tendency. This anti-hemolytic action 
is in no way related to the specific weight or the 
other physical constituents of the urine. 

In a small percentage of cases of nephritis and 
malignant tumors the urine was truly hemolytic, 
but the findings were not constant even in the same 
case, being manifested only in certain phases of the 
condition. 

In another series of experiments Amati endeavored 
to find the degree of normal anti-hemolytic power 
in the urine by adding to it different amounts of a 
hemolytic substance. The anti-hemolytic sub- 
stance chosen was distilled water. He found that 
in order to become hemolytic, physiologic urine 
requires a very decided dilution with distilled water. 
The least amount of dilution necessary to render it 
hemolytic (which is practically constant for all 
urines) he terms the ‘‘uro-hemolytic constant.” 
This constant is ordinarily equal to 5/6, but may 
oscillate between 2/3 and 10/11. That is to say, a 
given volume of physiologic urine must have 
between 2/3 and 10/11 of its volume of distilled 
water added to it before it becomes hemolytic. 

In pathologic urines it was found that the uro- 
hemolytic constant is much lower. In cases of 
nephritis and malignant tumors it ranges from 
1/11 to 1/3. 

The test described is simple, has interesting 
diagnostic applications, and is within the ability of 
any practitioner. It should be included in the 
common laboratory tests in doubtful cases of 
nephritis and malignant tumor. 

W. A. BRENNAN. 


Miller, E.M., and Herbst, R. H.: Papillary Epithe- 
lioma of the Kidney Pelvis. J. Am. M. Ass., 
1921, Ixxvi, 918. 


This paper is based upon a report of one case. 
The authors state that papillary epithelioma of the 
_ kidney pelvis may rightly be called a rare tumor and 
in support of their statement they quote Watson 
and Cunningham, Israel, Wilson, Braasch, and 
others. 

The case reported was that of a man 46 years of 
age who complained of pain in the left groin and 
hematuria. In the beginning the pain had been 
localized in the region of the kidney and was so 
severe that the administration of morphine was 
necessary to relieve it. 

Examination showed tenderness over the left 
kidney but no palpable tumor. A_ pyelogram 
showed a large pelvis, the center of which was very 
light. There was also an increase in the width of the 
ureter. 

Nephrectomy was performed. The kidney pelvis 
was the size of a large hen’s egg. The parenchyma 
had been thinned by pressure of the distended pelvis 
and was very pale. The tumor apparently had not 

invaded the parenchyma and did not extend down- 
ward into the upper 3 in. of the ureter. 
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Microscopic examination showed areas which 
were relatively benign in appearance and other areas 
which were definitely malignant. 

Papillary epithelioma is about twice as common 
in males as in females and develops as a rule between 
the ages of 50 and 60. The authors discuss the 
pathology and describe the more common symptoms. 

With reference to the treatment they quote 
Braasch who states that from the therapeutic point 
of view these cases may be divided into two groups, 
those with and those without bladder involvement. 
In the former nothing short of complete removal 
of the kidney and ureter followed later by fulgura- 
tion of the bladder implantations will suffice. If the 
procedure is reversed, endless trouble may arise. 
Obviously in cases of the second group removal of 
the affected kidney and the entire ureter is indicated 
as soon as the diagnosis is made. 

H. L. Kretscumer, M.D. 


Sussini, M. and Garrahan, J.: Perinephritic 
Abscess Simulating Coxalgia; Three Cases 
of Infants (Absceso perinefritico simulando coxal- 
gia; tres observaciénes en nifios). Semana méd., 
1920, xxvii, 824. 


In the first case, that of a child 17 months of age, 
the illness began with loss of appetite and weight, 
mild fever, and pain in the right hip which prevented 
walking. The hip was maintained in flexion and 
there was local tenderness. A plaster of Paris spica 
was applied, but as subsequent X-ray and tuber- 
culin tests were negative it was removed after about 
ten days. The physical examination showed resist- 
ance and tenderness in the region of the right flank. 
A painful tumor could be palpated in the kidney 
region. Fifty cubic centimeters of pus were aspi- 
rated. The cultures showed staphylococci. The 
abscess region was then incised widely by an oblique 
incision and about 200 c.cm. of pus were drained. 
Drainage continued for about two weeks. Twenty 
days later healing was complete. 

The second case was that of a boy 4 years of age 
who had been ill about twenty days. He complained 
of difficulty in walking and maintained the right 
hip in flexion. The symptoms gradually grew worse 
so that the hip could not be extended without ex- 
treme pain. The right renal region was somewhat 
fuller than normal but the overlying skin was un- 
changed. Under chloroform anesthesia an indur- 
ated and irregular tumor mass could be palpated in 
the right flank. Diagnostic puncture showed the 
presence of bloody pus. Oblique incision in the 
renal region with free drainage resulted in a cure. 

The third case, that of a child of 4 years, had been 
diagnosed as coxalgia and a plaster of Paris spica 
on the hip had been worn for fifteen days. During 
the changing of the cast a painful tumor in the 
lumbar region was found. It was thought that 
this might be the result of trauma from the cast but 
diagnostic puncture showed the presence of thick 
pus. The same treatment as that given in the other 
cases led to recovery. 














The diagnosis of cases of this kind is not easy. 
Often a study of the urine will direct attention to 
renal pathology, but in the cases reported the urine 
was negative and therefore the abscess condition 
could not have been due to renal involvement. 
Neither did the history clarify the etiology. It is 
known that such primary abscesses may follow a 
chill or an acute febrile disturbance, or may be 
caused by pus flowing from some other part such as 
the spine. In other cases slight traumatism pro- 
ducing hemorrhage may make the perinephric re- 
gion a point of least resistance and lead to the 
formation of an abscess of hematogenous origin. 
The causative injury may -be produced by a fall, 
coughing, carrying a burden, or lifting. In one of 
the cases reported trauma from the plaster cast may 
have been a predisposing cause. 

W. R. Meeker, M.D. 


Lowsley, O. S.: A Perineal Operation for the Re- 
moval of a Stone in the Lower End of the Male 
Ureter. Surg., Gynec. & Obst., 1921, xxxli, 300. 


During the course of a difficult seminal vesiculec- 
tomy it was necessary, for safety, to identify the 
ureters. This was easily accomplished. The idea of 
attacking a stone in the lower 2 in. of the ureter 
through the same route suggested itself. The 
technique developed after dissection on the cadaver 
is as follows: 

With the patient in an exaggerated lithotomy 
position a horseshoe-shaped incision is made, the 
curve being above the bulbous portion of the ureter 
and the ends well to each side of the rectum. The 
incision is deepened, the central tendon incised, and 
the apex of the prostate exposed. The recto: 
urethralis muscle is severed and the levator ani 
muscles are separated to expose the posterior surface 
of the prostate covered by the fascia of Denonvilliers. 
A sound in the urethra acts as a guide during the 
blunt dissection. This is now removed and the gland 
and seminal vesicles are pulled forward by a blunt- 
toothed retractor placed beneath the base of the 
prostate. At this point it is well to elevate the foot 
of the table considerably as the wound is deep and 
the ureter is on its roof. The intervesicular fascia is 
next incised to expose the ampulla of the vas and the 
seminal vesicle of the affected side. 

The rectum is held back out of the way by a long 
deep retractor such as is used in perineal prostatec- 
tomy. The ureter is found emerging just above the 
very tip of the seminal vesicle. It is isolated from 
the surrounding tissues by blunt dissection, the 
vesicle being freed and lifted up slightly. A tape is 
then passed around the ureter above the stone if 
possible. A longitudinal incision over the stone is 
made in the ureter and the stone removed with bull- 
dog forceps. The incision in the ureter is not closed. 
a Cigarette drain being carried down to this point. 
Closure is effected by drawing the separated levator 
ani muscles together with one or two sutures of 
plain catgut. The skin is closed with silkworm- 
gut sutures. 
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In order to hasten the closure of the ureteral 
wound a catheter may be passed by means of the 
cystoscope and allowed to remain for a day or two. 
One case in which this technique was employed is re- 
ported in detail. The literature is reviewed briefly. 

The conclusions drawn are’as follows: 

1. The removal of a stone by the perineal route 
should not be attempted if the stone is more than 
4 cm. from the bladder and if it is not fixed in its 
position. 

2. A stone impacted at the point where the 
ureter joins the bladder wall is accessible through 
the perineum unless the patient is obese. 

3. If a stone is successfully removed from the 
ureter by the perineal route the patient may be 
allowed out of bed after the second day. The 
downward drainage would seem to be a decided 
advantage in that the chances of thick scar forma- 
tion around the ureter are less. 

H. A. Fowter, M.D. 


GENITAL ORGANS 


Bolognesi, G.: Dissociation of the Seminal Tract 
(Sulla scontinuita delle vie spermatiche). Arch. 
ital. di chir., 1921, iii, 207. 

Bolognesi reviews the literature regarding the 
effect of the various operations on the testicles, vas 
deferens, and spermatic cord. He himself performed 
experimental work on dogs, rabbits, and guinea 
pigs to determine the effect on the testicle of ex- 
cision of the epididymis and vas deferens, the 
effect on the epididymis of removal of the testicle, 
and the effect on the testicle of transplanting it in 
the same animal. He describes his histologic find- 
ings in detail and illustrates them with numerous 
photomicrographs. 

It was found that bilateral excision of the epi- 
didymis and vas deferens caused more or less rapid 
atrophy of the seminiferous tubules of the testicle 
which varied in degree from simple reduction in the 
number of the epithelial cells to complete liquefactive 
degeneration of the tubules. This was associated 
with hyperplasia of the interstitial tissue propor- 
tional in degree to the atrophy of the tubules and 
with hypertrophy of the interstitial cells which some- 
times invaded the degenerated tubules. The weight 
and general condition of the animals were not 
affected. 

Bilateral removal of the testicles caused a slower 
and less pronounced atrophy of the epididymis 
characterized by simple reduction in the number and 
size of the epithelial cells of the efferent tubules. In 
most cases the lumina of the tubules were con- 
tracted, but occasionally they were dilated. In 
addition, hyperplasia of the interstitial tissue, cells 
similar to the hyperplastic interstitial cells in the 
testicle, and free cells undergoing phagocytosis in 
the lumina of the tubules were observed. The 
changes in both classes of cases were due chiefly to 
interference with the secretory and excretory func- 
tions of the glands, but to a small extent were 
caused by the surgical lesions due to the operations. 
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The free cells in the tubules of the epididymis, for 
instance, were doubtless due to the latter. 

Free transplantation of the testicle was followed 
by rapid liquefaction and complete absorption of the 
seminal epithelium and by marked hyperplasia of 
the interstitial cells, many of which were trans- 
formed into large polynuclear cells. 

As a means of comparing experimental and 
clinical lesions of the male genital tract the author 
gives the histories of a case of cryptorchidism, a 
case of lesions of the vas deferens and the vessels of 
the cord due to a badly performed operation for 
varicocele, and a case of chronic tubercular inflam- 
mation of the epididymis and vas deferens. He 
found the changes similar to those observed in the 
animals, but less intense and less rapid in de- 
velopment. 

The article is concluded with an extensive bibliog- 
raphy. A. G. Morcan, M.D. 


Sievers, R.: A New Method of Treating Retention 
of the Testicle with Short Spermatic Cord by 
Drawing the Spermatic Cord Through the 
Obturator Foramen (Durchfuehrung des Samen- 
strangs durch das Foramen obturatorium; ein 
neuere Vorschlag zur Behandlung der Retentio 
testis bei absolut verkuerztem Samenstrang). 
Deutsche Ztschr. f. Chir., 1920, clx, 159. 

The author mentions briefly the many methods of 
operating in cases of undescended testicle and dis- 
cusses the principles involved in each. He says 
there are many cases which offer great difficulties 
because of shortness of the spermatic cord. These 
difficulties explain the frequent failure of operation, 
the incidence of which varies according to different 
statistics from 18 to 34 per cent. They also justify 
the suspicion that in numerous other cases in which 
the testicle is fixed in the scrotum by stretching the 
cord the function of the testicle is injured by the 
traction. 

Sievers therefore attempted to find a method by 
which, even in very difficult cases, the testicle 
might be brought down to the scrotum without 
strong traction. He believed this could be accom- 
plished best by shortening the distance between the 
bladder and scrotum. In experiments on the 
cadavers of children he found that the shortest 
and simplest method consisted in bringing the 
testicle and cord through the intact bony ring 
of the obturator foramen. After a description of his 
operation which he has performed thus far only on 
cadavers, he summarizes his article as follows: 

1. The typical radical operation for undescended 
testicle consists in cutting the processus vaginalis 
peritonei and bringing the cord down into the pelvis 
by the method of Schueller and Kocher. 

2. If it is not possible to bring the testicle into 
the fundus of the scrotum by this method without 
tension on the cord, no complicated attempts at 
fixation and extension should be made as they are 
apt to injure the function of the testicle. Instead, 
the course of the cord should be shortened. 
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3. This may be done by bringing the cord through 
the median segment of the obturator foramen. 

4. The new operation removes the cord completely 
from the inguinal region and therefore is to be 
recommended also for those cases of radical opera- 
tion for inguinal hernia in which, on account of the 
size of the hernia or recurrence, adequate closure 
of the abdominal wall is difficult. Dencks (Z). 


Ottow, B.: Eugenic Prevention of Conception by 
Vasectomy and Autotransplantation of the 
Testicle (Ueber eugenetische Konzeptionsver- 
hinderung und die biologischen Grundlagen gene- 
rativer Prophylaxe durch Vasectomie und Auto- 
transplantation der Hoden). Monatsschr. f. Ge- 
burtsh. u.Gynaek., 1921, liv, 219. 


There has been a very lively discussion in recent 
years as to how far it is justifiable to perform abor- 
tion because of mental disease and whether it is ever 
justifiable to perform it for purely economic reasons 
such as poverty and poor living conditions which 
would make it difficult or impossible to give the 
child proper care and food. 

Plaut and Meyer both hold that it is not justifiable 
to perform abortion on account of nervous and men- 
tal disease in the parents because the laws of hered- 
ity are not well enough known, but Meyer men- 
tions the case of a pregnant woman with severe 
epilepsy who had had three children, one of whom 
was insane and the others idiots from birth. In the 
author’s opinion there can be no doubt as to the 
inadvisability of allowing a child to be born to such 
a mother. He believes that interruption, or at 
least the prevention, of pregnancy in women with a 
psychopathic constitution is justified by statistics. 

Hirsch found that 75 per cent of the descendants 
of weak-minded parents are mentally defective, and 
that 82 per cent of weak-minded persons have 
parents with a psychic defect. The corresponding 
figures given by Kraepelin are 60 and 70 per cent. 

The best method by which the male may be 
rendered incapable of causing conception is resection 
of the vas deferens, as this does not interfere with 
his normal sexual life nor affect his secondary sexual 
characteristics. Another method consists of auto- 
transplantation of the testicles. The transplant- 
ation of testicles for other purposes is also dis- 
cussed. Aubrey G. Morcan, M.D. 


Vivian, C. S.: The Operative Treatment of Gonor- 
rheal Epididymitis. Ann. Surg., 1921, lxxiii, 357. 


Vivian reports the treatment of 100 cases of 
gonorrheeal epididymitis by a modified Hanger 
operation. This procedure he believes is the best 
method of curing gonorrhoeal epididymitis in any 
stage. By releasing the tunica and puncturing the 
vas it relieves the pressure which occludes the 
radicles of the vas. 

The skin of the scrotum is incised widely in front 
under general anesthesia and separated from the 
tunica, but the capsule of the testicle is not opened. 
After a vasopuncture the tunica is dissected free 

















from the epididymis, turned back, and sewed with 
catgut behind the cord. 

Superficial incisions are then made into the 
epididymis and through one of them a dull probe is 
introduced for exploration. At the lower angle 
of the wound a rubber tissue drain is inserted and 
fastened with catgut through the rubber and the 
covering of the epididymis. This having been done, 
the testicle is returned to the scrotum and the 
skin is sewed with silkworm gut. 

The relief of allsymptoms is immediate. The drain 
is removed in four days and the patient is able to be 
up and about in a week. The wound, however, 
will continue to drain a week longer. 

In a re-examination of several of his cases of 
bilateral epididymotomy Vivian found spermatozoa 
in the semen. He insists that epididymotomy will 
usually cure the morning drop, and that epididymitis 
has never been known to recur on the side on which 
the operation has been done correctly. 

B. F. Rotter, M.D. 


Player, L. P., and Mathé, C. P.: A Study of Tumors 
of the Vesical Neck and the Prostatic Urethra 
and Their Relation to the Treatment of Chron- 
ic Prostatitis. J. Urol., 1921, v, 177. 


For some time Player and Mathé have recognized 
the fact that many cases of persistent and recurrent 
prostatitis and seminal vesiculitis are due to 
inflammatory tumors of the posterior urethra. 
Their observations corroborate the findings of others. 

In this article they present an analysis of 68 
additional cases of tumors of the posterior urethra 
and vesical neck associated with chronic posterior 
urethral infection. The four most common symp- 
toms in the order of their frequency were pain and 
discomfort in the perineum, constant or repeated 
morning drop, backache, and a sensation of itching 
at or within the meatus. 

An accurate diagnosis of this condition can be 
made only by means of the water dilating cysto- 
urethroscope. Infections of the upper urinary tract 
and urogenital tuberculosis were ruled out in all 
instances. 

It is suggested that these tumors may be retention 
cysts of some of the many glands of the posterior 
urethra and vesical neck. Three types are observed: 
(1) true pedunculated polypi, (2) sessile polypoid 
masses, and (3) oedematous excrescences. 

Histologically the polypus or polypoid mass may 
be either glandular or fibrous. 

The authors believe that all of these tumors begin 
as oedematous excrescences, advance later to the 
polypoid mass type, and finally become peduncu- 
lated polypi. 

Case reports and excellent photomicrographs of 
the tissue are presented. 

In the treatment of this condition Player and 
Mathé used various methods: 

1. Urethral dilatation with sounds and posterior 
dilators. This gives the best results in cases of 
simple cedematous excrescences. 
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2. Direct application of cauterizing agents such 
as silver nitrate and the stronger acids. 

3. Snaring through the endoscope and cystoscope. 

4. Excision by means of scissors. 

5. Crushing the pedicle by means of rongeur 
forceps. 

6. Destruction by means of the actual cautery. 

7. Electrocauterization. 

In most cases the best results were obtained with 
the electrocautery using the d’Arsonval current. 

After the destruction of the tumor local treat- 
ment to the prostate and vesicles is delayed for 
one month. Marked improvement resulted in 73 
per cent of the cases, slight improvement in 20 
per cent, and no improvement in about 6 per cent. 

In conclusion the authors state that every pa- 
tient with long-continued symptoms suggesting 
posterior urethral infection and evidence of prostate 
or seminal vesicle infection should be examined 
carefully with the urethroscope as the condition 
may be due to a local cause such as inflammatory 
tumors of the urethra and the neck of the bladder. 

Harry Cutver, M.D. 


MISCELLANEOUS 


Bartrina, J. M.: The Reflexes of the Genito- 
Urinary Tract (Les réflexes de l’appareil genito- 
urinaire). Presse méd., Par., 1921, Xxix, 293. 


In 1919 Vernet and Gallart Monés of Barcelona 
reported their discovery of a new sympathetic 
ganglion in man which they termed the “inferior 
mesenteric ganglion.” This ganglion was already 
known in comparative anatomy. It is a single 
fusiform ganglion situated on the median line in 
front of the aorta, just at the point of emergence of 
the inferior mesenteric artery. It bears a relation- 
ship to the renal and reno-ureteral plexus and to the 
bladder, colon, rectum, uterus, uterine adnexa, and 
the prostate and other male genital organs. 

Very little is known definitely regarding the urin- 
ary reflexes. The discovery of the inferior mesen- 
teric ganglion, however, explains certain facts. For 
instance, it explains why renal disease may be accom- 
panied by intestinal disturbances and an intestinal 
condition by renal disturbances. The reno-uretero- 
vesical reflexes, the reflexes of the urinary tract upon 
the genital tract, and the urinary and digestive re- 
flexes become a very interesting study in view of the 
anatomical findings of Vernet and Monés. 

Bartrina reports a study of the reno-renal reflexes 
in a man 24 years of age with lithiasis of the right 
kidney who had been operated upon twice unsuccess- 
fully for the condition. He had repeated nephritic 
colic and progressive uremic intoxication. The urea in 
the urine was reduced at first to between 3 and 5 gr. 
per liter and later to 1 gr. Ambard’s constant was 
extremely high, 0.364. Radiography showed a single 
calculus in the kidney pelvis. The presence of this 
calculus had not prevented the operatively opened 
kidney from healing without the formation of a 
fistula. The total quantity of urine obtained by 
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catheterization in twenty-four hours was only 850 
c.cm. 

The condition was diagnosed as a reflex renal 
inhibition due to fixation of the diseased kidney in an 
abnormally low position and the presence of a cal- 
culus in the pelvis. Nephrectomy verified the diag- 
nosis. After three days the patient began to im- 
prove, the amount of urine and urea eliminated 
constantly increasing to normal. 

This case is reported not so much because of the 
paradoxial recovery from uremia following ne- 
phrectomy, but because it suggests that in anuria 
the other kidney is not necessarily involved and that 
renal neuralgias, the disturbances accompanying 
renal ectopia, and the effects of operation in cases of 
so-called essential hematuria might be the result of a 
disturbance of renal innervation due to the selective 
action of certain toxins on the nervous system. The 
renal parenchyma eliminated little more than 1 gr. 
of urea per day before the operation, but three days 
afterward, though less in quantity and functioning 
under more unfavorable conditions, it eliminated 68 
gr. in the same period of time. W. A. BRENNAN. 


Stérian, E.: The Treatment of Gonorrheea with a 
Polyvalent Serum (Sur la sérothérapie antigono- 
coccique polymicrobienne). J. d’urol. méd. et chir., 
1921, xi, 81. 

The author is convinced that the various lesions 
of gonorrhoea are not caused by gonococci alone, 
but are due also to various associated micro- 
organisms, especially staphylococci, which are 


almost always found with the gonococci in the dis- 


charge. In this connection he draws attention to 
the fact that the gonococcus is almost identical in 
its morphological and biochemical characteristics 
with the meningococcus, the micrococcus catarrhalis, 
and the diplococcus siccus and flavus, all of which 
are present more or less normally as saprophytes in 
the upper respiratory tract. Several authors have 
been led to the conclusion that the gonococcus and 
the meningococcus are representatives of the 
same species of bacteria which have become slightly 
differentiated from a pathogenic point of view by 
long adaptation to different habitats. If these 
theories are correct, a polyvalent serum is necessary 
in the treatment of gonorrhcea. 

During the first few days of a gonorrhceal dis- 
charge the urethral discharge shows relatively few 
micro-organisms. These are only gonococci and 
all of them are intracellular. This is the beginning 
of the organic defense against the bacterial invasion 
and is directed against the gonococci. The toxin 
of the gonococci is only slightly diffusible and 
therefore it is less dangerous for the phagocytes. 
The associated bacteria, which have greater viru- 
lence and more diffusible toxins, have not yet been 
acted upon by the opsonins and are proliferating 
undisturbed in the deeper tissues. 

As the disease passes into chronicity the associated 
micro-organisms appear. As then the gonococci 
do not have all the phagocytic action directed 
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against them, they appear in extra-cellular groups. 
At this period phagocytosis is not the only defense 
of the organism; precipitins and agglutinins are 
acting on the gonococcic antigen. The gonococci 
are, so to speak, the advance army which is sacri- 
ficed to enable its allies to prepare for the attack. 
Phagocytic action directed against two or more 
species of different virulence or toxicity first at- 
tacks the species which is less virulent or provided 
only with endotoxins. This explains the increased 
virulence of antigens when different bacteria are 
associated. Jn vitro pure cultures become atten- 
uated and feeble; in vivo, when they return to 
association with other micro-organisms, they in- 
crease in virulence. 

The work of Roux and Yersin on the increased 
virulence of Loeffler’s bacillus when cultivated with 
streptococci and the research of Widal, Vincent, and 
others on the increased virulence of the typhoid 
bacillus in the presence of pyogenic streptococci 
show the profound effect on one species of micro- 
organism of association with other species and 
demonstrate that the former, after isolation, 
preserves a part of the toxic power of the latter. 

The author obtained his serum by hyper-immun- 
ization of animals, using as an antigen the discharge 
from an infected urethra. He has treated 95 cases 
of various gonorrhceal diseases with the serum thus 
obtained and had successful results in 86. He 
gives the detailed histories of 16 cases. He has used 
as much as seven injections of 15 c.cm. each, but 
generally two to four of 10 to 15 c.cm. are enough. 
These injections cause quite a severe local reaction 
characterized by redness, swelling, and diffuse pain. 
The general reaction varies with the individual. 
As a rule, fever of 38.5 to 39 degrees C for twenty- 
four hours or longer, night sweats, headache, and 
insomnia, especially after the first injection, result. 

The sixteen cases described included:8 cases of 
prostatitis (7 surgical and 1 chronic) which were 
cured in eight to fifteen days by two to four injec- 
tions; 1 case of unilateral epididymitis which was 
cured in six days by two injections; 1 case of 
bilateral epididymitis which was partially cured in 
sixteen days by three injections; 1 case of unilateral 
epididymitis which was cured in eight days by three 
injections of goat serum fourteen months old; 1 
case of acute urethritis which was cured in two 
weeks by three injections and irrigation; 1 case of 
acute urethritis which was very much improved in 
seventeen days by two injections of goat serum; | 
case of polyarthritis of the thumb and ankle; 1 
case of generalized rheumatism which was very 
much improved but not completely cured after 
seven injections; 1 case of generalized rheumatism 
cured by three injections in twenty-two days; and 
1 case of folliculitis cured in nine days by three in- 
jections of goat serum fourteen months old. The 
author gives the age of the goat serum to show that 
it keeps its efficiency for a long time. In the other 
cases horse serum from four to seven months old 
was used. A. G. Morcan, M.D. 




























Bertoloty, R.; Gonorrhceal Processes Treated by 
Diathermy (Algunos casos de procesos blenor- 
ragicos tratados por diatermia). Med. Ibera, 1921, 
xiv, 4. 


Bertoloty reports two series of cases of gonor- 
rhoeal processes in one of which diathermy was the 
only method employed and in the other of which 
diathermy was combined with other methods of 
treatment. The series included all of the usual 
gonorrheeal infections, anterior and_ posterior 
urethritis, epididymitis, prostatitis and arthritis, 
among them being chronic lesions which. would not 
respond to other treatment. The results in all 
cases were satisfactory. 

The first effect of the diathermy is the relief of 
pain. Probably because of the molecular vibration 
of,,the massage and the active hyperemia, the re- 
sorption of exudate is favored. The bactericidal 
action of the treatment is due to the fact that the 
gonococcus is very sensitive to heat. The tempera- 
ture of the tissues can be raised to 43 degrees, an 
unfavorable temperature for gonococci and also 
for the Du Crey bacillus. 
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In general, the current used is about 200 ma. With 
the electrodes of Navarro-Canovas the treatments 
may be given for twenty-five to thirty minutes. 
The temperature must be varied according to the 
sensitiveness of the patient. The technique offers 
no difficulty except that care must be exercised in 
manipulating the cushions of the electrodes to avoid 
short circuits. 

In order to obtain a constant result the heat 
developed by the electrodes must spread through 
the entire pathologic area. The method is especi- 
ally adaptable to arthritis, prostatitis, and epididy- 
mitis and has cured many such chronic affections 
which did not respond to other treatments. Also 
many cases of posterior urethritis have been cured, 
especially those in which the condition was farthest 
posterior. When subsequent dilatations are neces- 
sary the strictures are rendered more permeable by 
the heat. In the anterior urethra the results are 
not as dependable because of the angle formed by 
the bulbous zone. In this angle the gonococci 
lodge and thus escape the current which travels in a 
straight line. W. R. Meeker, M.D. 
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EYE 


Osborne, T. B., and Mendel, L. B.: Ophthalmia and 
Diet. J. Am. M. Ass., 1921, Ixxvi, 905. 


By “ophthalmia” the authors refer more espe- 
cially to keratomalacia and xerophthalmia. 

In investigations on nutrition and growth con- 
ducted on albino rats cases of eye disorder were 
noted which were associated with the lack of fat- 
soluble vitamin in the diet and were relieved 
when butter fat, cod liver oil, or certain vegetable 
oils were substituted for lard in the diet. 

This eye condition could not be called forth by 
mere under-feeding with food of a satisfactory 
qualitative composition. Infection was demon- 
strated to be no more than a secondary factor in the 
etiology. 

These facts have been observed by a sufficient 
number of investigators to prove that they are more 
than chance coincidences. 

Although nearly one-half of the thousand rats 
observed were on undoubtedly deficient diets, not a 
single case of eye disease was observed in animals 
other than those having a deficiency of fat-soluble 
vitamin in the ration. 

It is pointed out that Vitamin A becomes less 
essential as the animal approaches maturity, and 
that ophthalmia is a rare phenomenon in mature 
animals. S. S. Howe, M.D. 


Wason, I. M.: Ophthalmia Associated with a 
Dietary Deficiency in Fat-Soluble Vitamin (A): 
A Study of the Pathology. J. Am. M. Ass., 1921, 
Ixxvi, 908. 

The results of the histologic examination of a 
considerable number of eyes of rats suffering from 
dietary insufficiency are summarized briefly as 
follows: 

1. The primary etiological factor in the ophthal- 
mia of rats on deficient diets is the lack of fat- 
soluble vitamin (A). 

2. The nature and mechanism of the change in 
these rats whereby their corneas are rendered sus- 
ceptible to bacterial invasion is unknown, no 
fundamental data having been derived from these 
anatomical studies. 

3. The type and virulence of the organisms of 
secondary infection determine the course of the 
disease, in part at least. 

4. The anatomical manifestations of the disease 
are characterized by hyalinization or necrosis of 
the outer layer of corneal epithelium, exudation of 
serum and cells into epithelium and stroma, and 
proliferation of blood vessels and fibroblasts. In 
advanced cases, invasion of the anterior chamber and 
occasionally of the posterior chamber, results. 
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The well-known specificity of chloroform for the 
liver cells, of mercury for the epithelium lining the 
convoluted tubules of the kidney, and of tetanus 
toxin for the central nervous system may possibly 
be analogues for a definite relationship between the 
absence of fat-soluble vitamin (A) and corneal 
lesions. S. S. Howe, M.D. 


Holden, W. A.: 
Epidemic Encephalitis. 
Iol. 


The Ocular Manifestations of 
Arch. Ophth., 1921, i, 


The author quotes statistics based on 100 con- 
secutive cases of epidemic encephalitis. The 
principal symptoms were blurring of the optic disks 
in 4; papillcedema in 1; ptosis of both eyes in 45; 
ptosis of one eye only in 11; paralysis of both exter- 
nal recti in 17; paralysis of the right external rectus 
only in 14; paralysis of the left external rectus only 
in 13; paralysis of both superior recti in 1; paralysis 
of both internal recti in 4; complete third nerve palsy 
in 1; diplopia in 55; nystagmus in 32; irregularity in 
the pupils in 15; inequality of the pupils in 20; 
sluggishness or absence of light reflex in 35 (in 13 
of which the convergence or accommodation reflex 
also was sluggish); weakness of accommodation in 
both eyes in 1; seventh nerve symptoms on both 
sides in 24; and seventh nerve symptoms on one 
side only in 4o. 

Holden does not regard blurring of the optic disks 
as characteristic of the disease as it is often found in 
association with over-filled and tortuous retinal 
veins when the general circulation is sluggish. 

True papilloedema is rare, occurring only when 
there are unusual complications, and is doubtless the 
result of increased intracranial pressure. The cause 
of the motor symptoms, Holden believes, is an 
cedema, hemorrhage, proliferation of neuroglia, 
circumvascular exudation of leucocyte-like cells, or 
degeneration of gang!ion cells. These cause pressure 
which may be transitory or permanent, slight or 
destructive. There may be all degrees or combina- 
tions of muscular palsy. 

The presence of ptosis is very difficult to deter- 
mine as the lethargic state may cause the patient 
to lie with his eyes closed. In some cases also they 
may be closed because of a mental disinclination to 
open them or because of photophobia or spasm of the 
orbicularis. When one eye has been kept closed a 
few days to prevent diplopia, its palpebral aperture 
will be narrower than that of the other eve when both 
are open. 

If there is anything at all characteristic about the 
external ocular palsies it is the frequent association 
of ptosis with paralysis of the external recti. 

The pupi!lary reactions differ from those found in 
cerebra! lues only in the greater frequency of an 




















associated defective convergence and of paresis of 

accommodation without dilatation of the pupil. 
When there is no actual loss of accommodation 

quick fatigue is often noted. T.D. Aten, M.D. 


Bordley, J., Jr.: Ocular Manifestations of Disease 
of the Paranasal Sinuses. Arch. Ophth., 1921, i, 
£37. 

Bordley emphasizes the difficulty of diagnosing 
disease of the paranasal sinuses on the basis of in- 
spection alone, transillumination, suction, or one 
radiographic plate. A roentgenologist is quoted as 
saying he would never give a final opinion regarding 
the condition of any sinus without first viewing it 
from six different positions. 

Among the various eye conditions found associated 
with disease of the paranasal sinuses are optic 
neuritis, retrobulbar neuritis, thrombosis of the 
retinal vessels, oedema of the nerve head, choked 
disk, irregularities in the fields of vision, enlargement 
of the blind spot of Mariotte, other paracentral and 
central scotomata, and failure of accommodative 
power. Bordley emphasizes particularly the im- 
portance of failure of accommodative power and 
the enlargement of the blind spot. He calls to mind 
the fact that for nearly half of its length, and some- 
times for more, the optic nerve lies in contact with 
the thin walls of either the posterior ethmoid or the 
sphenoid sinus and frequently with both. Damage 
to the nerve apparently depends more upon the 
thickness of the sinus walls and its proximity to the 
cavity of the diseased sinus than upon the intensity 
or the nature of the sinus disease. 

Two cases are reported. T. D. ALteN, M.D. 


Wright, R. E.: Involvement of the Orbit in Disease 
of the Nasal Accessory Sinuses. Bril. M. J., 
1921, i, 561. 

Orbital cellulitis is rarely primary. It is due as a 
tule to disease of the nasal accessory sinuses. In 
children acute primary sinusitis, and in adults, an 
acute exacerbation of chronic sinusitis is usually 
the cause of orbital involvement. In all cases of 
suppuration in the orbital tissues the nose should be 
carefully examined and the sinuses studied by trans- 
illumination and by means of the radiograph. 

Six case reports are given. The patients, all 
adults with orbital complications of frontal sinusitis, 
were admitted to the Government Ophthalmic 
Hospital at Madras during the last quarter of 1920. 
There were two cases of typical orbital cellulitis 
and one of a discharging sinus in the upper lid. 
Radical external operations on the frontal and 
ethmoid sinuses were necessary. One patient pre- 
sented a ptosis due to a cyst-like swelling in the 
upper lid, the contents of which could be evacuated 
through the nose. Intranasal drainage of the frontal 
sinus effected a cure. 

In the fifth case there was ‘“‘very extensive 
ulceration of the orbit and frontal sinuses due to 
gummatous disease, superimposed on which was 
myiasis.” The sixth patient came to the hospital 
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because of severe supra-orbital pain. Examination 
showed slight swelling of the upper lid and thicken- 
ing of the supra-orbital nerve. Inspection of the 
nose was negative, but a small amount of mucopus 
escaped when a probe was passed into the fronto- 
nasal duct. The Wassermann reaction was positive. 
Novocaine, followed by alcohol, was injected into 
the supra-orbital nerve, the anterior end of the 
middle turbinate was removed, the ostium of the 
frontal sinus was enlarged, and the anterior ethmoi- 
dal cells were broken down. Three days after the 
operation a third nerve paralysis developed but 
cleared up after about three weeks of antisyphilitic 
treatment. H. P. Wacner, M.D. 


Dickinson, G.: Cranial Developments Following 
Enucleation in Early Youth—Possible Effects 
in Adult Years. Am. J. Ophth., 1921, iv, 270. 


This is the report of a case in which the eyeball 
was enucleated at the age of 3 years. The operation 
was followed by great contraction of the conjunctival 
sac and other soft parts and very marked alteration 
in the walls of the orbit. 

After enucleation of the eye in early youth the 
organism attempts to replace the defect by such 
increase in the surrounding bony framework as is 
possible. While this is of course very limited, it is 
sufficient to warrant the attention of operators in 
order that they may devise a successful method of 
compensating for the tissue loss and thereby pre- 
vent some of the untoward results of later years. 
It will be noted that the attempt to close the defect 
is almost entirely from above downward. The 
extension of the frontal ridge in some cases is half 
the orbital cavity and, as in the case cited, the size 
of the frontal sinus on the affected side is doubled. 
The floor and external wall remain practically the 
same as on the unaffected side. 

The resulting enlargement of the frontal sinus on 
the affected side is of importance with regard to 
symptoms developing in later life as it tends to be 
a selective site for focal infections of considerable 
extent. In the presence of such patent cells and 
so great an area of mucosa, a chronic infection of a 
mild type persists for years and is a constant source 
of annoyance, even if it is not a direct causative 
factor of neuralgia of the ophthalmic branch of the 
fifth nerve. 

The great discomfort and very often unbearable 
pain suffered by such patients, the few and too often 
unsuccessful remedies at the disposal of the phy- 
sician, and the chronicity of the condition make the 
solution of the problem most desirable. 

O. M. Rort, M.D. 


Shumway, E. A.: A Report of Two Cases of Concre- 
tion of the Lachrymal Canaliculus. N. York 
M.J., 1921, xciii, 584. 

In one of the cases reported the condition ap- 
parently followed a chalazion which was operated 
on by curettement several months before. When the 
patient was seen by Shumway a fistulous opening 
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had formed. At the operation a portion of the 
concretion was taken for bacteriological examina- 
tion. A full report of the cultural characteristics is 
given. Shumway concludes that the cause was 
probably a bacillus in threads and chains with false 
branchings and spore formations and therefore not 
a leptothrix, cladothrix, or streptothrix. 
T. D. ALLEN, M.D. 


Knapp, A.: On Methods of Dealing with the Cap- 
sule in Cataract Extraction. Arch. Ophth., 1921, 
I, 115. 


The author reviews the results of 300 cataract 
operations in which he has used various procedures, 
though over two-thirds were done with Kalt’s blunt 
capsule forceps. He emphasizes the importance of 
keeping the wound in the cornea entirely free from 
portions of the capsule, and admits that if extraction 
within the capsule can be done without great harm, 
it entirely solves this problem. On account of the 
high incidence of vitreous loss, however, he believes 
that after doing an iridectomy most operators 
should use the cystotome or toothed capsule forceps, 
or both, and extract the lens without the capsule. 

Numerous important points of technique are 
described. The advantage of the blunt forceps is 
that a firm grip may be procured with less danger of 
cutting the capsule; thus it is possible to dislocate 
the lens (and even to “tumble” it) or, failing this, 
to rupture the capsule at the periphery rather than 
directly at the site of contact. Often the entire 
anterior capsule gives away when this method is 
used. T. D. Atten, M.D. 


Snyder, W. H.: The Observation, Management, 
and Treatment of the Cataract Patient Before 
and After Operation. Arch. Ophth., 1921, i, 120. 


The author emphasizes the importance of: (1) a 
thorough physical examination, (2) a thorough 
ophthalmic examination, including an examination 
of the lachrymal tract, light projection, etc., (3) the 
winning of the patient’s confidence, and (4) daily 
after-care. He states that if the instruments used 
are boiled in any neutral light hydrocarbon oil with 
a boiling point of 260 degrees F., there is less danger 
of infection than when they are sterilized with 
alcohol or boiling water. He has noted that when 
the operation is performed in the morning the pa- 
tient’s first night is not as good as when it is per- 
formed in the afternoon. He uses morphine before 
each operation. 

At the first dressing at the end of twenty-four 
hours the lids are not opened unless there is cedema 
of the upper lid. At the end of forty-eight hours the 
eyes are opened and flushed with physiological salt 
solution only, unless there is some other very special 
indication. Mental confusion and restlessness may 
be prevented if some member of the patient’s family 
visits him regularly. Snyder gives bromides and 
chloral for the second and third night’s sleep. 

At the first symptom of the lack of orientation 
special care should be taken. If necessary, the 
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patient should be allowed to sit up in bed and use the 
eye not operated upon. Atropine is given sparingly. 
On the fourth day the eye not operated upon is un- 
covered, and in about a week an eye-shade rather 
than a bandage is used to protect the eye from which 
the cataract has been removed. 

T. D. ALteNn, M.D. 


EAR 


Portmann,G.: The Route of Choice in the Search 
for Projectiles in the Ear (Voie de choix pour la 
recherche des projectiles dans les coups de feu de 
Voreille). Presse méd., Par., 1921, xxix, 274. 


Of the four routes of access for the extraction of 
projectiles from the ear, the supra-auricular route of 
Berger, the pre-auricular route, the retro-auricular 
route, and the combined route of Lemée, only two 
are of importance, viz., the pre-auricular and the retro- 
auricular, as the other two are only variants of these. 

The author has collected the statistics of cases 
operated upon by Moure from 1914 to 1918. Moure 
always employed the retro-auricular route. Of 42 
intra-auricular projectiles, 14 were in the tympanic 
cavity, 21 in the mastoid, and 8 in the petrous por- 
tion of the temporal bone. The extraction was 
always successful. 

The author reports two cases in which a revolver 
bullet was extracted by him recently in civil practice. 
In the first, the bullet was embedded in the anterior 
labyrinthine region bordering on the anterior part 
of the tympanic cavity and obstructed the tubal 
orifice. In the second case it was in the tubal orifice 
in the vicinity of the tubo-labyrinthine angle. Both 
were successfully removed by the retro-auricular 
route. 

The retro-auricular route gives the widest access 
to projectiles which are deeply embedded and very 
far forward, allows the extraction to be made with 
the minimum of danger to the surrounding organs, 
and leaves the least visible scar. The principal 
steps of this procedure are those of the radical oper- 
ation for otorrhcea. W. A. BRENNAN. 


Bénesi, O.: Hypernephroma of the Ear (Hyper- 
nephrom des Gehoergangs). Monatsschr. f.Ohrenh., 
1920, liv, 961. 


The author reports a case of metastasis from a 
hypernephroma which is especially interesting as no 
other case of this kind has been reported in the 
literature. He presented the patient before the 
Austrian Otological Society in December, 1913. 
At that time there was an abundant mucopurulent 
secretion from the left auditory canal. When this 
was sponged out a polypoid tumor about the size of 
a bean could be seen extending from the anterior 
wall of the canal. The tumor bled when touched 
with a probe. The patient was somewhat deaf 
because of the interference by the growth with the 
conduction of sound. 

Microscopic examination of an excised portion of 
the tumor showed it to be a metastasis from a 
malignant hypernephroma. Further examination 
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then revealed a tumor almost the size of a child’s 
head in the left kidney region. At the end of three 
and a half months the ear tumor had grown to the 
size of a walnut and completely occluded the aud- 
itory canal. Finally the skin back of the ear became 
pushed out and underwent necrosis, the tumor 
breaking through. Death occurred six months 
later. 

Autopsy showed that the tumor had extended 
backward from the auditory canal into and through 
the middle ear. It had also eroded the inner surface 
of the petrous portion of the temporal bone, and 
had broken into the skull where it caused a pro- 
trusion of the dura. Microscopic examination of the 
tumors of the ear and kidney showed them to be 
hypernephromata. FRIEDBERG (Z). 


Hill, F. T.: Lateral Sinus Thrombosis, with Report 
of Seven Cases. Ann. Oto!., Rhinol. & Laryngol., 
1920, xxix, 829. 


In six of the seven cases reported there was a 
typically septic temperature associated with general 
septic appearance and chills, although in two cases 
it occurred late. Two of these six cases showed 
localizing signs in the neck, and another cedema over 
the emissary vein. Five showed a leucocytosis with 
increase of polymorphonuclear leucocytes, and one 
a leucopenia. In four, positive blood cultures of 
streptococci were obtained. Three cases showed 
fundus changes. Metastases developed later in 
three of the six. One case showed one moderately 
high rise of temperature followed by a daily eleva- 
tion each afternoon of one or two degrees, a slight 
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leucocytosis, paralysis of the sixth nerve, and later 
inflammatory signs in the neck and metastatic 
involvement of the shoulder joint. 

The author’s conclusions are: 

1. The best prophylaxis for sinus thrombosis is 
thorough exenteration of the mastoid assoon as a 
diagnosis of suppurative (operative) mastoiditis is 
made. 

2. Despite early and thorough surgery, sinus 
infection will occur in certain cases because of the 
virulence of the infection or the low resistance of the 
patient. 

3. Operative interference should be instituted as 
soon after sinus infection has taken place as possible. 
Early operation will avoid a long drawn-out and 
stormy postoperative period. 

4. If performed early, the ligation of the internal 
jugular vein followed by exploration of the sinus and 
the removal of its external wall would seem suffi- 
cient. The horizontal crease incision leaves the best 
cosmetic result. 

5. Fever is the most important symptom. If 
otherwise unaccounted for, a septic temperature in a 
mastoid case which has been thoroughly operated 
upon should be considered as indicating sinus 
infection. When other conditions which might cause 
a bacteremia can be ruled out, a positive blood 
culture makes this diagnosis certain. Chills, the 
blood picture, and localizing signs are of importance. 

6. Operation should be performed as soon after 
the onset of the infection, as shown by the tempera- 
ture, as it is possible to make a diagnosis. 

O. M. Rorrt, M.D. 
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Faulkner, E. R.: The Treatment of Intranasal Sup- 
puration. N. York State J. M., 1921, xxi, 118. 


Fautkner states that operative treatment is 
usually reserved for chronic suppurations of the nose 
as non-operative measures are generally sufficient for 
those which are acute. 

During the first twenty-four to forty-eight hours 
local treatment is not apt to accomplish much and 
its effect is very transient. 

Opium internally in some form is indicated 
positively. As the discharge becomes mucopurulent, 

_ hot saline irrigations are given through one nostril 
with suction through the other and followed by a 
post-nasal douche of 10 to 20 per cent argyrol. 

For the chronic conditions usually some form of 
operation is indicated but no definite standard of 
indications or methods has been established because 
our knowledge in regard to the various pathologic 
processes is still indefinite. We must endeavor 
therefore to associate in our minds the clinical 
symptoms which represent certain pathologic 
changes and determine our operative treatment on 
this basis. 

As a guide in the teaching of students the author 
tabulates the indictions for operation on the 
sinuses based on the clinical symptoms as follows: 

1. Certain acute cases with very severe persistent 
pain and high temperature or symptoms pointing 
to extension to the orbit or cranial cavity. If 
treatment does not restore the natural drainage, 
the pressure in the antrum and sphenoid can be 
relieved by puncture and washing, and the frontal 
sinus can be relieved by removing the anterior end 
of the middle turbinate. 

2. Chronic cases with profuse purulent discharge 
which will not clear up on treatment. In these 
cases operations to establish free drainage are in- 
dicated. 

3. Cases with slight discharge but frequent acute 
exacerbations, chronic headache, and malaise. In 
this group also free drainage is necessary. 

4. Cases with ozena. When in young subjects 
the disease is limited to the membrane, a radical 
intranasal operation will often effect a cure. In 
older subjects, at least the formation of a free nasal 
opening in the antrum should be attempted. 

5. Cases with nasal obstruction due to polypi, 
especially if complicated by asthma. In this condi- 
tion a radical operation on the affected sinuses is 
indicaced. 

6. Cases in which suppuration in the sinuses acts 
as a focal infection manifested usually by eye or 
joint symptoms. In these cases free drainage is 
usually sufficient. 
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7. Cases with involvement of the nerves proxi- 
mal to the sphenoid and posterior ethmoid sinuses. 
The nerves most commonly affected are the optic or 
sixth, but the third, fourth, or fifth may be involved. 
Free drainage is indicated. 

8. Cases with signs of extension to the orbit or 
cranial cavity or with an external fistula indicaiing 
necrosis and cases with mucocele causing nasal 
obstruction or pointing externally. Such cases 
require the external operation. 

With regard to the internal methods of operating 
the author states that when the ethmoid cells are 
diseased, exenteration of the ethmoids by Mosher’s 
method should be done. In cases of involve- 
ment of the antrum the removal of the nasal wall is 
sufficient, while in disease of the sphenoid, enlarging 
the natural ostium suffices. In cases of suppuration 
of the frontal sinus, exenteration of the anterior 
ethmoid cells should be done if removal of the 
anterior end of the middle turbinate is not sufficient. 
No attempt to enlarge the frontal opening is 
advisable. 

When the external methods of operating are used 
a simple opening with removal of enough bone for 
drainage and the establishment of intranasal drain- 
age is all that is necessary in acute cases of frontal! or 
ethmoid sinusitis. In chronic cases in which the nose 
is too narrow for drainage the Lothrop operation 
gives good results, but when an obliterating opera- 
tion is necessary, the Killian procedure is best. For 
the treatment of involvement of the antrum the 
Caldwel!-Luc operation is sufficient. 

High septal resections are often advisable in 
association with the other operations mentioned. 

O. M. Rott, M.D. 


THROAT 
Toll, W. C.: A Tonsillectome. J. Am. M. Ass., 1921, 
Ixxvi, 1164. 
In the tonsillectome described by Toll the 


hemostat is made up of half rings which are folded 
together and locked after the tonsil has been pushed 
through the ring. This folding together separates 
the tonsil from the anterior and posterior faucial 
pillars and the superior constrictor pharyngeal 
muscle, and effects haemostasis by crushing the 
connecting tissues. The knife, which is of a semi- 
annular form, is rotated to remove the tonsil, cutting 
in shear fashion past the inner surfaces of the half 
rings. O. M. Rott, M.D. 


Friedman, J., and Greenfield, S. D.: Retropharyn- 
geal Abscess. N. York M.J., 1921, cxiii, 604. 

In discussing their experience with 60 cases of 

retropharyngeal abscess the authors state that this 




















condition is not as rare as is usually believed, and 
that while it is found usually in infants and young 
children, it develops also in adults. In their series 
the youngest patient was 3 weeks old and the oldest 
20 years. 

There are two varieties of retropharyngeal ab- 
scess: (1) the acute or primary form which is the 
type usually encountered and due to organisms 
present in the nasopharynx and oropharynx, and 
(2) the chronic or secondary form which is usually 
due to the tubercle bacillus and originates in the 
bodies of the cervical vertebre. 

In the acute form the disease is a suppuration of 
the lymph glands situated between the posterior 
pharyngeal wall and the aponeurosis covering the 
bodies of the cervical vertebre. 

The symptoms are interference with breathing, 
evidences of a nasal catarrh, and, in the infant, 
difficulty in nursing. In some cases there are later 
manifestations of sepsis. The diagnosis is made by 
palpation. The treatment consists in opening and 
draining the abscess through the mouth. The use 
of an anesthestic is not advisable. 

O. M. Rort, M.D. 


Ferreri, G.: Respiration, Circulation, and Phona- 
tion in Cannula-Bearers and the Laryngos- 
tomized (Le condizioni des respiro, del circolo e 
della forazione nei canulati e nei laringostomizzati). 
Policlin., Roma, 1921, xxviii, sez. med., 81. 


In the author’s opinion the perfected technique of 
tracheolaryngostomy will be followed by complete 
restoration of the respiratory and vocalizing func- 
tions in almost all cases except those in which there 
is extensive destruction of the larynx and cesopha- 
geal lesions. His opinions are based on a large num- 
ber of cases of laryngostomy in which he made 
graphic studies of the respiration, phonation, and 
circulation. 

In some cases the operation may not be so 
successful because of extrinsic or intrinsic circum- 
stances, such as irreparable nerve lesions or ex- 
tensive inflammatory destruction, which have pro- 
foundly modified the whole complex apparatus of 
speech. A plastic operation may restore the lumen 
of the larynx but cannot restore its essential struc- 
ture. Extrinsic defects depend upon the surgeon’s 
skill and technique. If, for instance, the aperture 
of the laryngeal canal is not made precisely upon 
the median line the thyreo-arytenoid muscle will 
be compromised and while aphonia is avoided there 
will always be some dysphonia. In any case a very 
long period is necessary for the complete restoration 
of phonetic function. In young persons re-education 
of the vocal function is not difficult and the voice 
reaches an almost normal timbre in a relatively 
short period. The prospect of restoration of the voice 
is most favorable in cases of laryngeal stenosis due 
to trauma. 

In all cases of laryngostomy a laryngoscopic 
examination after the plastic operation will show the 
presence of two bands which perform the move- 
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ments of adduction sufficiently well. If the thyreo- 
arytenoid muscle has been destroyed these vibrate 
and give a certain amount of timbre to the voice. 
When the vocal cords are left intact complete 
restoration of speech will result in time. In a case 
cited by the author this occurred within a period of 


six months. W. A. BRENNAN. 


MOUTH 


Veau, V., and Ruppe, C.: The Correction of Uni- 
lateral Harelip (De la correction. du _bec-de- 
liévre unilateral). Presse méd., Par., 1921, Xxix, 
321. 

A harelip well operated upon shows no mucosal 
recess in the skin, no gaps in the continuity of the 
cutaneomucosal line, and no hollows or projections 
in the free edge. 

In the experience of the authors the method of 
Mirault, which is generally employed in France, 
always allows two or three of these imperfections to 
persist. However, any harelip incorrectly operated 
upon may be easily corrected by the method devised 
by Jalaguier with an end-result just as good as 
though no previous operation had been performed. 

The authors describe various secondary operations 
done by Jalaguier. In 10 of the cases corrected all 
three defects mentioned were present, in 16 cases 
there were two defects, and in the rest only one 
defect. The procedure for each type of defect is 
shown by illustrations. 

In Jalaguier’s method two parallel skin incisions 
of the same length are made just above the lip, 
one on either side of the defect, and two others from 
each extremity of the first down through the mucosa. 
Care is taken to make the skin incisions in normal 
tissue and to place the cutaneomucous extremities 
of these incisions correctly so that when the two sets 
of incisions are approximated there will be accurate 
and correct alignment. W. A. BRENNAN. 


Sebileau, P.: Phlegmons of the Jaw Caused by 
Tooth Infection (Les phlegmons perimandibulaires 
odontopathiques). Presse méd., Par., 1921, xxix, 
213. 


Sebileau holds that all phlegmons in the region of 
the lower jaw are osteo-phlegmons having their 
origin in tooth infections. The suppuration begins 
in the alveolus, bores through its floor, involves the 
maxilla, and finally causes the inflammations usually 
called adeno-phlegmons by penetrating the perios- 
teum and involving the surrounding tissues. 

There are three varieties, depending on whether 
the pus evacuates on the inner or outer side of the 
teeth or penetrates the inferior maxilla and forms 
an abscess below it. In the latter case it is gener- 
ally found in the region of the angle of the jaw as 
the molar and premolar teeth are much more apt to 
be affected than the canines and incisors. ‘To dem- 
onstrate the dental origin of the abscess it is 
necessary only to find and remove the affected tooth; 
pus will then be found in the alveolus or in a small 
canal leading down into the bone. 
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Two cases are reported in which the lower jaw 
had been trephined from the outside for the drainage 
of abscesses, but suppuration continued. The teeth 
had not been examined. Subsequently when the 
infected teeth were found and removed there was 
prompt recovery from the osteomyelitis. 

Sebileau states that most surgeons open the 
phlegmons by incising the skin or the mucous 
membrane of the mouth, but that it is much better 
to approach them through the alveolus of the tooth. 
Often simple removal of the tooth is sufficient. 

A. G. Morcan, M.D. 


Huber, L. J.: The Surgical Removal of Teeth. 
Dental Cosmos, 1921, \xiii, 343. 


Huber states that in the extraction of teeth the 
gum tissue should be separated from the teeth along 
the gingivo-buccal, labial, and lingual margins. 
With the periosteum it should be raised by means of 
the broad blade of a chisel about one-half the dis- 
tance to the apices of the teeth to be removed. By 
inserting a broad-blade elevator at the osteo- 
interproximal spaces the teeth can then be loosened 
and easily removed. M. N. FeperspIEL, M.D. 


Ziesel, W.: Pyorrhoea Extermination: Gingivo- 
ectomy. Dental Cosmos, 1921, Ixiii, 352. 


Ziesel reports his method of treating pyorrhoea 
by a gingivo-ectomy. He has operated upon 2,500 
teeth, and claims that he has obtained a cure in go 
per cent. The operation described is performed by 
cutting away all loose and overhanging infected 
and diseased tissue to eradicate peridental infection. 

M. N. FeperspiE., M.D. 


Nodine, A. M.: The Surgical Treatment of Pyor- 
rhoea. Dental Cosmos, 1921, Ixiii, 345. 

Nodine advises surgery for the treatment of 
pyorrhoea. Under novocaine anesthesia he removes 
the diseased tissue surrounding the roots of the 
teeth. He then packs iodoform gauze over the raw 
surfaces to promote drainage and stimulate granu- 
lation. 

The patient is provided with a small soft-rubber 
syringe with a metal nozzle and instructed to flush 
out the spaces between the teeth with warm physi- 
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ologic salt solution after eating. About a week after 
the operation the tissues are fairly well healed. The 
advantages of the procedure are summarized as 
follows: 

1. The morbid tissues are removed at once. 

2. Free and efficient drainage is established and 
the subsequent collection of pus is prevented. 

3. The operation consumes comparatively little 
time and is not painful. 

4. It is the only method suitable for those cases 
in which, in order to avoid secondary infection, 
sepsis of the mouth must be cleared up prior to a 
major operation on some other portion or organ of 
the alimentary tract. 

5. The destruction of the peridental membrane 
and the absorption of the supporting bone always 
precedes any deposits upon the roots. After the 
operation the roots are so exposed that these de- 
posits may be seen and more easily and surely re- 
moved. 

6. While this operation does not cure pyorrhcea, 
it obliterates the pocket and infected tissue if the 
factors producing the disease are removed. 

7. It so prepares the field that measures to cor- 
rect the cause of the condition will have a greater 
chance for success. M. N. FEepErspPIEL, M.D. 


Da Rocha, F. M.: A Case of Spontaneous Ampu- 
tation of the Tongue (Un caso de amputacao 
espontanes da lingua). Arch. Rio Grand. de med., 
1920, li, 221. 

This case was that of a man 33 years of age witha 
personal and familial history of syphilis. About 

a year previously salivation had occurred and was 


followed by a decrease in salivary secretion and 


hardness at the base of the tongue. The condition 
ultimately developed into ulcer with final sloughing 
of the tongue, the tonsils, and the anterior pillars. 
The local condition then healed up. There was 
never any hemorrhage. 

The author discusses the usual pathologic proc- 
esses which may lead to spontaneous amputation of 
the tongue—tuberculosis, syphilis, malignant tu- 
mors, and trophic lesions. The case reported in this 
article he attributes to a syphilitic thrombo- 
arteritis of the lingual vessels. W. A. BRENNAN. 
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